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PERCEPTIONS OF LOCAL BOARD OF HEALTH EFFECTIVENESS IN GEORGIA
by
AMBER ERICKSON
(Under the Direction of Gulzar Shah)
ABSTRACT
Objective: The purpose of this study is to examine the perceptions of the local board of health
chairpersons in Georgia on their engagement in six governance functions and examining the
challenges faced and facilitators perceived by local boards of health in performing the governance
functions properly. Methods: For this descriptive mixed method study design, a survey was
administered to all local board of health chairpersons and key informant interviews were conducted
with a small selection of board of health chairpersons. Descriptive statistics were produced for
recoded survey data variables and themes from qualitative data collected through the surveys and
interviews were identified. Results: The electronic survey had a 26% response rate and there were
5 chairpersons that participated in the key informant interviews. Most respondents were male
(67%) and White (76%) and reported highest involvement in Policy Development but
lowest involvement in Oversight and Partner Engagement. Conclusion: Overall the study
identified low effectiveness scores, along with several barriers and facilitators that are perceived
by local boards. In order to improve the effectiveness of local boards of health in Georgia it is
recommended to improve training processes, encourage or require public health accreditation,
and conduct a review of the current laws and processes that are currently being utilized by local
boards of health in GA. INDEX WORDS: Local Boards of Health, Georgia, Public health,
Effectiveness, Public Health 3.0
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CHAPTER 1
INTRODUCTION
Statement of Problem
The current public health landscape is growing every day and there is a need for strong
leadership to promote and improve public health practices. Local Boards of Health lead local
health departments by providing oversight and guidance in order to set public health priorities for
our communities and according to a report published in 2011 “little is known” about modern-day
local boards of health (Patton, Moon, & Jones, 2011). Subsequent studies since that report have
given insight into Local Boards of Health (LBOH) but these studies have only conceptualized the
local health department governance by describing whether the LBOH exists. One of the most
recent studies completed in 2015 by the National Association of City and County Health
(NACCHO) administered surveys that were answered by the local health department leadership
rather than the local board of health members. Therefore, the results do not truly represent the
viewpoints of the boards of health (National Association of County & City Health Officials,
2016; Shah, Stonikov, Leep, Ye, & Van Wave, 2017) and to the knowledge of this author,
outside of national level studies there are no studies on LBOH specific to the state of Georgia.
The U.S. Department of Health and Human Services (HHS) Office of the Assistant
Secretary for Health (OASH) unveiled a new vision for public health in 2016 called Public
Health 3.0. This new model incorporates many of the new challenges to public health and builds
upon historic successes and partner collaboration through five themes in order to create lasting
improvements: 1. Strong leadership and workforce, 2. Strategic partnerships, 3. Flexible and
sustainable funding, 4. Timely and locally relevant data, metrics, and analytics, and 5.
Foundational infrastructure (Office of the Assistant Secretary of Health, 2016). The call for

10
moving towards the new model of public health will require some level of change within various
parts of the public health organization. It is recommended that effective change management
start with obtaining the various perspectives of those within and outside of the organization
(Thompson, 2010). Since there is limited to no knowledge on LBOH in Georgia, it is
advantageous to seek board of health member perspectives in order to assist public health
leadership in identifying where organizational change is needed within the agency to assist in
moving the state of Georgia towards achieving the Public Health 3.0 Model of quality
governance.
Purpose of the Study
The purpose of this study is to examine LBOH’s perceptions of their effectiveness
towards improving public health within their community. This descriptive study utilized original
data that was collected by internet-based survey that was completed by board of health members
from each of the 159 county boards of health in Georgia. The findings of this study have
potential to provide a greater understanding of how LBOH in Georgia function and identify
strengths and weaknesses within the governance functions.
Research Questions
1. What are the perceptions of the local board of health chairpersons in GA on their
engagement in six governance functions?
2. What challenges are faced by LBOH in performing the governance functions properly?
3. What are the facilitators perceived by LBOH in performing the governance functions
properly?
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Delimitations
First, the survey tool to collect the qualitative data for this research was administered
between May and September 2018. Second, the survey tool was administered in the English
language only. Third, the survey tool was administered online, however paper versions were
made available as requested. Fourth, the respondents were current board of health members in
Georgia at the time of the survey administration. Furthermore, to control for a complex
methodology, survey responses were limited to one per LBOH. Additionally, with the limited
amount of research regarding LBOH, a typical response rate for an electronic survey is unknown,
although one previous study using a paper format had a national response rate of 27% (Patton,
Moon, & Jones, 2011). Lastly, since this research is limited to LBOH in Georgia, literature
regarding state and regional boards of health was not reviewed.
Significance
A report from Delta Omega, a public health honors society, called a History of Public
Health Organizations states boards of health started as committees that would only come
together in the presence of serious problems that affected sanitation (Delta Omega, n.d.). The
first Board of Health was established in 1799 in Boston and by 1850 several boards had been
established (Shattuck, 1849). Across the United States in the late 1700s and the early parts of the
1800s other cities established boards of health, but like those in Massachusetts these were basic
organizations to deal with only acute infectious disease emergencies and other local nuisances
(Shattuck, 1849; Winslow, 1949). The state of Massachusetts was the first to establish a board
for the purpose of promoting public health activities and has been used as an example across the
country (Delta Omega, n.d.; Shattuck, 1849). In the present day, LBOH have been established to
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“provide oversight and guidance for local health departments” and “set public health priorities
for our communities” (Baker-White, 2011).
A report published in 2011 by Patton et al. indicates “little is known” about modern-day
LBOH (Patton, Moon, & Jones, 2011). Since that publication, the National Association of LBOH
(NALBOH), the National Association of County and City Health Officials (NACCHO), and the
Association of State and Territorial Health Officials (ASTHO) have collaborated to understand
LBOH structure and governance issues (National Association of County & City Health Officials,
2020; National Association of County & City Health Officials, 2016; Patton, Moon, & Jones,
2011; National Association of County & City Health Officials, 2014). The 2013 and 2019
National Profile of Local Health Departments and the 2015 Local Board of Health National
Profile report that there are between 2,400-2,800 local health departments in the U.S. and 70%
have a local board of health. Most local health departments are county-based and locally
governed (National Association of County & City Health Officials, 2014; National Association
of County & City Health Officials, 2020) and 71% are made up of members that have been
appointed to serve on the board of health for a specific reason. These appointments are most
commonly made by local elected officials (95%). There are usually 7 members on each board of
health, with most (88%) having at least one member who is a licensed healthcare professional.
The meeting frequency of boards varies with 39% meeting quarterly or bimonthly. The
frequency of board meetings increases with the size of the local health department (National
Association of County & City Health Officials, 2016).
A 2006 study of local health department effectiveness has suggested that LBOH “may
improve public health performance by enhancing public oversight, engagement, and
accountability, or they may inhibit performance by making policy and administrative decision
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making more cumbersome and time consuming.” However, “evidence from prior studies is
lacking in these areas” and the study found that the presence of boards of health was not
significantly associated with public health system performance. This shows that boards of health
should be examined for areas of improvement (Mays, et al., 2006).
To understand how LBOH across the country function, NACCHO has partnered with
NALBOH on several studies since 2011 (Jones & Fenton, 2012; National Association of County
& City Health Officials, 2014; Patton, Moon, & Jones, 2011) and they have established a list of
functions that boards of health should follow: Policy Development; Resource Stewardship; Legal
Authority; Partner Engagement; Continuous Improvement; and Oversight (National Association
of Local Boards of Health, 2012). The 2015 Local Board of Health National Profile surveyed
local health officials on the capability of their local board of health to fulfill various aspects of
the NALBOH board of health functions. According to this report, less than half (47%) of LBOH
have a documented (i.e., vision or mission statement, strategic plan, or goals and/or objectives)
that guides their activities, 55% have some involvement in developing or approving the local
health department budget, 84% have a role in adopting public health regulations, 54% solicit
community input via elected officials, media, and public meetings, 72% have bylaws, and 79%
have had some involvement in the local health department’s strategic planning process. This
report recommends that for LBOH to be effective they need to reflect the diversity of the
communities they serve, provide training programs for local board members, develop a strategic
plan to guide activities, strengthen policy development, engage in quality improvement, and
strengthen ties between the health department and the board members. Although this report
provides a comprehensive overview of LBOH, the surveys were answered by the local health
department leaders rather than LBOH members therefore they may not truly represent the
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viewpoints of the boards of health (National Association of County & City Health Officials,
2016; Shah, Stonikov, Leep, Ye, & Van Wave, 2017). To gain the perspective of the local board
of health representatives, this research used quantitative and qualitative data gathered by local
board of health members in Georgia instead of health department leaders.
In order to provide input regarding training and planning needs for LBOH suggested by
the NACCHO report (National Association of County & City Health Officials, 2016; National
Association of County & City Health Officials, 2020), one must first understand the perceptions
of the board members. The construct “perceptions” has been studied in terms of local health
agency effectiveness in the past (Sinclair & Whitford, 2015; Mays, Halverson, Baker, Stevens, &
Vann, 2004). More specifically, Sinclair and Whitford’s study found that one could increase
perceptions towards effectiveness by focusing resources on the organization’s core functions
(Sinclair & Whitford, 2015). Therefore, it is important to understand the local board of health’s
perceptions towards their own effectiveness to recognize gaps and educational needs in terms of
governance structures. This information can be used to improve local health department
effectiveness.
There are 159 counties in the state of Georgia and each one has a county board of health.
Per the Official Code of Georgia (O.C.G.A.), the responsibility of public health functions is a
hybrid shared system between the counties and the state government. The Georgia Department of
Public Health (DPH) oversees some county specific activities, but the county and state
governments are separate legal entities therefore overlap does exist. The counties in Georgia are
separated into 18 health districts that are led by the District Health Director (DHD), see Figure 1
(Georgia Department of Public Health, 2021). The health district serves as the administrative
arm of the county health departments and promotes financially sound and effective coordination
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of services across the health departments within its jurisdiction. The DHD is the chief executive
office of the county boards of health and answers to both DPH and the boards (Georgia
Department of Public Health, 2016).
Figure 1
Georgia Public Health Districts

Although the state office and county health departments are separate entities, the DPH
has substantial oversight of the boards of health. Per the County Board of Health Guide (Georgia
Department of Public Health, 2016) these powers are:
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● “Persons affected by an order or action arising from a proceeding before a county
board of health may appeal to DPH,
● The rules and regulations of a county board of health cannot conflict with DPH’s
rules and regulations,
● The county board of health is required to coordinate with DPH to develop programs
activities, and facilities responsive to needs,
● The county board of health is required to secure compliance with rules and
regulations of DPH within the county,
● A county board of health must obtain the approval of DPH before signing any
contract for the provision of public health services,
● A county board of health acts pursuant to the supervision and discretion of DPH in
many specific regulatory areas, including tourist accommodations, tattoo studios,
midwives, and food service establishments.” (Georgia Department of Public Health,
2016)
The Georgia law states that most of the public health functions and powers at the local
level are given to the DHD. However, as one of the three key administration arms of public
health in Georgia, the boards of health have a responsibility for voting on the DHD that the DPH
commissioner has appointed to the district, certify the budget, and recommends to the county
commissioner specific amounts to help fund the department. The boards also have the following
additional responsibilities:
●

“To determine the health needs and resources of the county by research and by
collection, analysis, and evaluation of data pertaining to the health of the
community,
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● To develop, in cooperation with DPH, programs, activities, and facilities responsive
to the needs of the county,
● To secure compliance with the rules and regulations of the department that have
local application, and
● To enforce all laws pertaining to health unless the responsibility for the enforcement
of such laws is that of another county or state agency.” (Georgia Department of
Public Health, 2016)
Definition of Terms
Accredited Health Department. An accredited health department is a health department
that has obtained accreditation status from the Public Health Accreditation Board (PHAB). Thus,
showing that the health department uses recognized, practice-focused, and evidence-based
standards and seeks to advance public health through using quality improvement and
performance standards (Public Health Accreditation Board, 2021).
Governing Functions. The National Association of Local Boards of Health (NALBOH)
has “identified function for which public health governing entity is responsible. The Six
Functions for Public Health Governance are policy development, resource stewardship, legal
authority, partner engagement, continuous improvement, and oversight” (National Association of
Local Boards of Health, 2017).
Local board of health. “An administrative body acting on a municipal, county, state,
provincial, or national level. The functions, powers, and responsibilities of boards of health vary
with the locales. Each board is generally concerned with the recognition of the health needs of
the people and the coordination of projects and resources to meet and identify these needs.
Among the tasks of most boards of health are disease prevention, health education, and
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implementation of laws pertaining to health” (The Free Dictionary, 2009). In Georgia the local
boards of health are responsible for assessing local needs, advocating for county public health
programs, approving, and presenting the health budget to the county commission, and providing
policy guidance to the District Health Director” (Georgia Department of Public Health, 2016).
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CHAPTER 2
REVIEW OF LITERATURE
History of Public Health
International. The first board of health was established in Paris, France in 1802 and was
tasked to serve as consultants to the local government administration. A public health ordinance
was passed in 1848 in France that established a general health regulation that required a board of
health made up of seven-fifteen persons presided over by a commissioner with quarterly
meetings. These boards were charged with giving advice on “questions relative to the public
health” and providing reports on the mortality and causes to the Minister of Agriculture and of
Commerce. Although some local boards of health had been established in Great Britain prior to
this, in 1832 the first committee was appointed in Great Britain to examine the preventable
disease and the establishment of subsequent committees and rules affecting the public’s health
followed. In other parts of Europe at that time, public health ordinances were part of the
government and laws existed requiring that what we now refer to as vital statistics (i.e., birth,
marriage, and death) be documented (Shattuck, 1849).
United States of America. In Massachusetts, sanitary police and nuisance rules were
established as early as 1692, drainage and sewerage acts were passed starting in 1702, and
mental health (at the time referred to as rules began in 1694. and legislation regarding the spread
of infection and quarantine began in 1701 and was expanded in subsequent years to become a
responsibility of boards of health. The first Board of Health was established in 1799 in Boston
and by 1850 several boards had been established (Shattuck, 1849). Across the United States in
the late 1700’s and the early parts of the 1800’s other cities established boards of health, but like
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those in Massachusetts these were basic organizations to deal with only acute infectious disease
emergencies and other local nuisances (Winslow, 1949; Shattuck, 1849).
The 1850 Report of the Sanitary Commission of the State of Massachusetts written by
Lemuel Shattuck, referred to as the Shattuck Report, gave many recommendations to improve
the health of the public. The Shattuck Report states that public health is the responsibility of the
public administration and that with proper authority and control lives can be saved. The Shattuck
Report also examined the public health legislation at the time and concluded:
“1. That the present health laws of the State are imperfect in their provisions and are
arranged on an imperfect plan; and that the whole have been rendered more defective by
the removal of some of the original parts.
2. That it is difficult, if not impossible, even after wading through many works not easily
accessible, to know what the laws really are, or what parts are or are not in force.
3. That they are partial in their application and operation; and, if occasion should require,
it is extremely doubtful, now, whether towns, not cities, have any authority to enforce them.
4. That, if they could be understood and enforced, they are entirely inadequate to the present
condition of society, and the present wants of the age.” (Shattuck, 1849)
Shattuck stated that the “the sanitary history and condition of the State should be known; for
this knowledge might suggest the remedial measures proper to be adopted” and that the “the
History of the Health the People should be regarded as the most important part of history”
(Shattuck, 1849). He provided fifty recommendations that defined responsibilities between the
individual, local and state jurisdictions regarding improving public health and were some of the
first to fully define the role of local boards of health. These recommendations state who should be
a member of the board, how the laws of the state should be executed, and the community
partnerships needed in order to fulfill the mission of the board (i.e., clergymen, physicians,
housing, education, etc.). The Shattuck Report recommendations can be found in Appendix A.
In 1948, the editor of the American Journal of Public Health, C.E.A. Winslow, wrote an op-ed
on the importance that the Shattuck Report still had almost 100 years later. In this paper, Winslow
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acknowledged the importance of boards of health (Winslow, 1949). From the examination of
Shattuck’s recommendations in comparison to the newly updated public health essential services
(Centers for Disease Control and Prevention, 2021) and the current call to action to improve
public health infrastructure, Public Health 3.0 (Office of the Assistant Secretary of Health, 2016)
the Shattuck Report has stood the test of time and is still relevant today.
In 1915, Dr. Lyman Jones, a health officer in Massachusetts further wrote that although local
and state boards of health are important, they should seek to coordinate work in order to
maximize results. His recommendations were to have local boards assist in the enforcement of
state law and that the state boards could assist in the offering of services to the local boards. For
example, at the time the state had a requirement of all physicians and householders to report
cases of probable infectious diseases. It was Dr. Jones’ recommendation that local boards assist
in enforcing the requirement and that the state offer assistance for the investigation in terms of
health officers, testing, and treatment, etc. (Jones L. A., 1915).
Georgia. In the state of Georgia, the first public health law was a quarantine law created in
response to smallpox outbreaks in 1760, the first Health Officer position was created in 1786,
and the first board of health was created in Savannah in 1804 however it was replaced by a city
council health committee in 1808. In 1875 the General Assembly of Georgia created a State
Board of Health for “the protection of life and health and to prevent the spread of disease”
(Abercrombie, 1953). The board was given a budget of $1,500 and tasked “to make inquiries in
respect to the causes of diseases, and especially epidemics, and investigate the sources of
mortality, and the effects of localities, employments, and other conditions upon the public
health” although it was given no enforcement authority (Abercrombie, 1953). This piece of
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legislation also established ten “Sanitary Commissioners,” one for each congressional district,
and county boards of health (Abercrombie, 1953).
The county boards of health duties were defined by the State Board of Health as the
collection of vital statistics, investigation of disease, annual activity reports, and regular
meetings. By 1876, only twenty-one counties had established a board of health due to lack of
interest. The State Board of Health recommended that “appointing power reside in the State
Board and that the county boards should be under the supervision of the State Board of Health”
(Abercrombie, 1953). In 1877, the State Board of Health was defunded, and county boards
established under the same law ceased to exist as well. Starting in 1888 in Savannah, cities
started to employ full-time health offices and in 1901, starting in Atlanta, cities established local
health departments (Abercrombie, 1953).
Twenty-six years after the failure of the first state and county boards of health in Georgia, a
second state health program was introduced. The 1903 law was similar to the 1876 law and gave
the State Board of Health “supervision over all matters relating to the preservation of the life and
health of the people and was given supreme authority in matters of quarantine and could make
and enforce reasonable orders and regulations to prevent the spread of contagious or infectious
diseases” (Abercrombie, 1953).
In 1914, Georgia’s General Assembly passed the Ellis Health Law. This law established a
County Board of Health (CBOH) for each county and gave the boards “supervision over all
matters relating to health and sanitation in their respective counties, with authority to declare and
enforce quarantine” and “employ visiting nurses to aid in examination of school children and to
instruct parents in matters pertaining to their children” (Georgia Department of Public Health,
2016). The Ellis Health Law also establishes a separate health district made up of multiple

23
counties and states that each health district is run by a District Commissioner that is appointed by
the CBOH from a list provided by the State Board of Health Secretary. This individual is a
physician that has “supreme authority on all matters affecting the public health of his district, not
inconsistent with the authority granted to the State Board of Health” and is to be vigilant in the
work of disease prevention, and the conservation of public health, and to enforce all health laws
of the State and health ordinances of their respective localities, together with the rules and orders
of the State Board of Health” (Georgia Department of Public Health, 2016).
In 1964, the Ellis Health Law was updated to the 1964 Health Code, which is the foundation
of the current public health laws. It states that the Department of Public Health (DPH) is given
limited yet significant oversight over the CBOH. This oversight includes:
● “CBOH must obtain DPH approval for all CBOH contracts;
● Orders or actions of a CBOH may be appealed to DPH; The rules and regulations of a
CBOH cannot conflict with DPH’s rules and regulations;
● CBOH is required to keep DPH informed of the names, addresses, and terms of its
members;
● CBOH is required to coordinate with DPH to develop programs, activities, and
facilities responsive to local needs; and
● CBOH is required to secure compliance with rules and regulations of DPH within the
county” (Georgia Department of Public Health, 2016).
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Board of Health Structure
United States of America. Although information is still limited on some subtopics, over
the past 20 years there has been an increase within the published literature focusing on
understanding the structure and functions of LBOH. A 2001 study that assessed the structure and
function of local and district health agencies throughout the U.S. identified that LBOH provides
guidance and oversight in the majority of states (Beitsch, Grigg, Menachemi, & Brooks, 2006).
A report published in 2011 by Patton et al. indicates that “little is known” about modern-day
LBOH (Patton, Moon, & Jones, 2011). Since that publication, the National Association of LBOH
(NALBOH), the National Association of County and City Health Officials (NACCHO), and the
Association of State and Territorial Health Officials (ASTHO) have collaborated to understand
LBOH structure and governance issues (National Association of County & City Health Officials,
2014; National Association of County & City Health Officials, 2016; National Association of
County & City Health Officials, 2020; Patton, Moon, & Jones, 2011). The 2013 and 2020
National Profile of Local Health Departments and the 2015 Local Board of Health National
Profile report that there are between 2,400 - 2,800 local health departments in the U.S. and 70%
have a local board of health. Most local health departments are county based and locally
governed (National Association of County & City Health Officials, 2014; National Association
of County & City Health Officials, 2020) and 71% are made up of members that have been
appointed to serve on the board of health for a specific reason. These appointments are most
commonly made by local elected officials (95%). There are usually 7 members on each board of
health, with most (88%) having at least one member who is a licensed healthcare professional.
The meeting frequency of boards varies with 39% meeting quarterly or bimonthly. The
frequency of board meetings increases with the size of the local health department (National
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Association of County & City Health Officials, 2016; National Association of County & City
Health Officials, 2020).
Georgia. The State of Georgia has a shared hybrid system between three governing arms
of public health: the Georgia Department of Public Health (DPH), the 18 health districts, and the
159 county boards of health. A 2012 study on public health governance and population health
outcomes suggests that a strong governance structure is that of local boards that share authority
with the local and state governments (Hays, et al., 2012).
The Georgia DPH oversees some county-specific activities, but the county and state
governments are separate legal entities per the Official Code of Georgia therefore overlap does
exist. The counties in Georgia are separated into 18 health districts that are led by the District
Health Director (DHD) and are the administrative arm of the county health departments. The
district provides financial and programmatic support with the DHD as the chief executive office
of the county boards of health (Georgia Department of Public Health, 2016). The boards of
health have a responsibility for voting on the DHD that the DPH commissioner has appointed to
the district, certifying the budget, and recommending to the county commissioner specific
amounts to help fund the department.
The boards of health in Georgia are made up of seven members (see Table 1). Four of
which are appointed by the County Commission. These positions are: 1) the county’s chief
executive officer, or another elected member of the county governing authority that is designated
by the CEO; 2) A licensed physician actively practicing in the county. In a county with less than
four physicians, or no physician practicing in the county who is willing and able to serve, a
licensed nurse or dentist or another person having familiarity and concern for medical services in
the county may be selected; 3) A consumer or an advocate for consumers of health services; and
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4) A consumer who will represent the needy, underprivileged, or elderly. The fifth position is the
superintendent of schools or a designated employee of the school system. The sixth and seventh
positions are appointed by the governing authority of the largest municipality of the county: 6)
Chief executive officer, or another elected member of the City governing authority; and 7) A
consumer or a licensed nurse interested in promoting public health. Each member has 1 vote
(Georgia Department of Public Health, 2016).
Table 1
Georgia BOH Membership
School Superintendent
OR a designated employee of the school system
County Chief Executive Office
OR another elected member of the county governing authority that
Appointed by the
is designated by the CEO.
County
A licensed physician actively practicing in the county
Commission
In a county with less than four physicians, or no physician
practicing in the county who is willing and able to serve, a licensed
nurse or dentist or another person having familiarity and concern
for medical services in the county may be selected.
A consumer or an advocate for consumers of health services.
A consumer who will represent the needy, underprivileged, or elderly.
Appointed by the Chief executive officer
governing authority
OR another elected member of the City governing authority.
of the largest
A consumer
municipality of the
OR a licensed nurse interested in promoting public health.
county
Local Board of Health Governance
The Institute of Medicine (IOM) published a report in 1988 titled “The Future of Public
Health.” In this report, the IOM supports the establishment of local boards of health, and it was
recommended that public health agencies have the responsibility to provide 3 core functions.
These functions are:

27
● Assessment: “every public health agency regularly and systematically collects,
assemble, analyze, and make available information on the health of the
community, including statistics on health status, community health needs, and
epidemiologic and other studies of health problems”;
● Policy Development: “every public health agency exercises its responsibility to
serve the public interest in the development of comprehensive public health
policies by promoting the use of the scientific knowledge base in decision-making
about public health and by leading in developing public health policy. Agencies
must take a strategic approach, developed on the basis of a positive appreciation
for the democratic political process.”;
● Assurance: “public health agencies assure their constituents that services
necessary to achieve agreed upon goals are provided, either by encouraging action
by other entities (private or public sector), by requiring such action through
regulation, or by providing services directly.” (Institutes of Medicine, 1988).
In 1994 the Core Public Health Functions Steering Committee, made up of
representatives from U.S. Public Health Service Agencies and other major public health
organizations, developed the 10 Essential Services of Public Health. These services are based
upon the recommendations from the 1988 IOM report discussed above and describe the activities
that all public health agencies must provide. In 2020, the Public Health National Center for
Innovations and de Beaumont Foundation, updated the 10 essential services in an effort to align
the framework with “promoting policies, systems, and overall community conditions that enable
optimal health for all and seek to remove systemic and structural barriers that have resulted in
health inequities” (Centers for Disease Control and Prevention, 2021). These services are:
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1. Assess and monitor population health status, factors that influence health, and
community needs and assets
2. Investigate, diagnose, and address health problems and hazards affecting the
population
3. Communicate effectively to inform and educate people about health, factors that
influence it, and how to improve it
4. Strengthen, support, and mobilize communities and partnerships to improve
health
5. Create, champion, and implement policies, plans, and laws that impact health
6. Utilize legal and regulatory actions designed to improve and protect the public’s
health
7. Assure an effective system that enables equitable access to the individual services
and care needed to be healthy
8. Build and support a diverse and skilled public health workforce
9. Improve and innovate public health functions through ongoing evaluation,
research, and continuous quality improvement
10. Build and maintain a strong organizational infrastructure for public health
(Centers for Disease Control and Prevention, 2021).
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Figure 2
IOM Core Functions and CDC Essential Services

In 2001, a study examining the role of local public health agencies found that in twothirds of states LBOH play a prominent role in the governance of local health departments and
they were divided between policy-making and advisory boards. This showed a decrease in direct
oversight compared to information collected in 1990 that showed most to have a policy-making
role. The study additionally found that there was a more direct involvement by the local
government in the appointment of board members when compared to what was being done in
1990. This trend of increased involvement was identified by the study to show a commitment by
the communities to focus on informed health decision making (Beitsch, Grigg, Menachemi, &
Brooks, 2006).
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To understand how LBOH across the country function, NACCHO has partnered with
NALBOH on several studies since 2011 (Jones & Fenton, 2012; National Association of County
& City Health Officials, 2014; National Association of County & City Health Officials, 2016;
National Association of County & City Health Officials, 2020; National Association of Local
Boards of Health, 2012; Patton, Moon, & Jones, 2011) and they have established a list of
functions that boards of health should follow:
● Policy Development: Assist with the development of policies that “protect, promote,
and improve public health while ensuring that the agency and its components remain
consistent with the laws and rules”;
● Resource Stewardship: Assure that local health departments are able to provide
essential services through the supply of legal, financial, human, technology, and
material resources.;
● Legal Authority: Understand and apply the functions of the LBOH as required by the
law.;
● Partner Engagement: Utilize and grow community partnerships “to ensure the
collaboration of all relevant stakeholders in promoting and protecting the community’s
health.”;
● Continuous Improvement: Regularly monitor community health outcomes to ensure
that services offered are improving the overall health of the community.; and
● Oversight: Responsible for the performance of the health department “by providing
necessary leadership and guidance” (National Association of Local Boards of Health,
2012).
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A 2015 literature review further defined these functions and cross referenced them against the 3
core functions defined by the Institute of Medicine in 1988 and the 10 essential public health
services defined by the CDC (Carlson, Chilton, Corso, & Beitsch, 2015; Centers for Disease
Control and Prevention, 2021; Institutes of Medicine, 1988).
The 2015 Local Board of Health National Profile surveyed local health officials on the
capability of their local board of health to fulfill various aspects of the NALBOH board of health
functions. According to this report, less than half (47%) of LBOH have a documented (i.e.,
vision or mission statement, strategic plan, or goals and/or objectives) that guides their activities,
55% have some involvement in developing or approving the local health department budget,
84% have a role in adopting public health regulations, 54% solicit community input via elected
officials, media, and public meetings, 72% have bylaws, and 79% have had some involvement in
the local health department’s strategic planning process. This report recommends that for LBOH
to be effective they need to reflect the diversity of the communities they serve, provide training
programs for local board members, develop a strategic plan to guide activities, strengthen policy
development, engage in quality improvement, and strengthen ties between the health department
and the board members. Although this report provides a comprehensive overview of LBOH, the
surveys were answered by the local health department leaders rather than local board of health
members therefore do not truly represent the viewpoints of the boards of health (National
Association of County & City Health Officials, 2014; Shah, Stonikov, Leep, Ye, & Van Wave,
2017). In the 2019 Local Health Department Profile published by NACCHO, it was identified
that “Most local health departments have LBOHs that provide oversight, while fewer have
LBOH that provide resource stewardship and partner engagement functions” (National
Association of County & City Health Officials, 2020).
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A 2017 study examined the data collected from the 2015 Local Board of Health Survey
to create a standardized tool for classifying LBOHs from the local health department
administrator’s perspective. The final tool included the 6 governance functions defined by
NALBOH (described above) plus an additional area identifying characteristics and strengths of
LBOHs (i.e., composition and member qualifications, diversity of information sources, and
meeting frequency). This study shows that LBOH have significant differences regarding the
governance functions and characteristics. The lowest scores were on the community partner
engagement and policy development functions and the highest scores were regarding LBOH
characteristics. Local health departments with shared and local governance structures had higher
scores than those that are state-governed (Shah, Stonikov, Leep, Ye, & Van Wave, 2017).
Board Effectiveness
A 2004 study examining local public health agency capacity found that agencies with a
LBOH had higher performance in essential service #4 (mobilizing community partners) but
further study of LBOH performance is needed (Scutchfield, Knight, Kelly, Bhandari, &
Vasilescu, 2004). A 2006 study of local health department effectiveness has suggested that
LBOH “may improve public health performance by enhancing public oversight, engagement,
and accountability, or they may inhibit performance by making policy and administrative
decision making more cumbersome and time consuming.” However, “evidence from prior
studies is lacking in these areas” and the study found that the presence of boards of health was
not significantly associated with public health system performance. This shows that boards of
health should be examined for areas of improvement (Mays, et al., 2006). A study that examined
local health departments in Massachusetts in 2012 also concluded that a local health departments
capacity to perform the 10 essential public health services is that local governing entities
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understand public health roles and responsibilities (Hyde, et al., 2012). These studies show the
importance of ensuring that governing boards are knowledgeable, coordinated, insightful, and
supportive in order to be effective.
Previous studies have examined perceptions of local health agency effectiveness (Mays,
Halverson, Baker, Stevens, & Vann, 2004; Sinclair & Whitford, 2015). More specifically,
Sinclair and Whitford’s study found that one could increase perceptions towards effectiveness by
focusing resources on the organization’s core functions (Sinclair & Whitford, 2015). Therefore,
it is important to understand the local board of health’s perceptions towards their own
effectiveness in order to recognize gaps and educational needs in terms of governance structures
in order to improve local health department effectiveness.
Public Health 3.0 Recommendations
The U.S. Department of Health and Human Services (HHS) Office of the Assistant
Secretary for Health (OASH) unveiled a new vision for public health in 2016 called Public
Health 3.0. This new model incorporates many of the new challenges to public health and builds
upon historic successes and partner collaboration through five themes to create lasting
improvements: 1. Strong leadership and workforce, 2. Strategic Partnerships, 3. Flexible and
Sustainable Funding, 4. Timely and locally relevant data, metrics, and analytics, and 5.
Foundational infrastructure (Office of the Assistant Secretary of Health, 2016).
The move towards the Public Health 3.0 Model will require both leadership and
organizational culture changes. In a commentary in 2014, Neal Halfon et.al, described how
applying a transformational leadership framework can be used to implement the next stage in the
U.S. healthcare system (Halfon, et al., 2014). Transformational leadership requires leaders to
“foster a culture of creative change and growth” (Bass & Avolio, 1993) that includes trust of
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everyone at every level of the organization (i.e., Boards of Health to front-line staff). In order to
strategically implement the new vision of the Public Health 3.0 Model change must first start at
the top levels of the organization (Riley, Parsons, Duffy, Moran, & Henry, 2010) and it requires
leaders to have knowledge of both the external and internal perspectives of those that work with
and for the agency (Thompson, 2010). It is the belief of this author that the move to Public
Health 3.0 Model in Georgia cannot fully be achieved until a clear understanding of where the
local boards of health stand within the five categories of Public Health 3.0 Model. Only then can
the transformational leadership framework be applied within Georgia’s public health system to
assist the LBOH move towards Public Health 3.0 Model.
Summary
In summary, research on local board of health effectiveness, although limited, does show
the importance of ensuring that LBOH are knowledgeable, coordinated, insightful, and
supportive for the local health departments to provide the 10 essential services. The move of
public health towards using the Public Health 3.0 Model provides more evidence of the need for
strong leadership within the governing board. To assist the move towards this model in Georgia,
an assessment is needed to increase the understanding of where boards of health within the state
of Georgia stand within the board of health governance functions.
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CHAPTER 3
DESIGN AND METHODS
Research Design
This study utilizes a cross-sectional mixed-method design with quantitative analysis of
cross-sectional survey data, followed by qualitative interviews, to evaluate LBOH members’
perceptions of the board of health effectiveness using a survey to collect primary quantitative and
qualitative data. The quantitative portion of the study focuses on measuring retrospective
perceptions of effectiveness, and a time measurement is not feasible or warranted (University of
South Carolina, 2017). The qualitative component provided questions to “how” and “why” type
of questions not easily measurable through structured quantitative survey instruments. The
methods and design for this study give a high degree of transparency and allow for information
to be collected regarding a wide array of topics (Shi, 2008). Since there is limited research on
LBOH, this study design provides information that can be used to develop new hypotheses and
guide further studies.
Sample and Population
This study uses nonprobability census sampling to examine perceptions of LBOH across
the 159 counties in Georgia. Self-administered surveys were sent out to all county boards of
health chairpersons with the goal of having at least one survey response per county (n=159). Key
informant interviews were also held with a small selection of board of health chairs. Sampling
error is not applicable as we have employed the census approach. We were unable to control for
selection bias, and it may not produce representative data (Groves, et al., 2009; Shi, 2008). Since
there is not a lot known about the study population, we used the 2008 NALBOH Local Board of
Health Survey study as a baseline for our response rate, which saw a national response rate of

36
27%, for the southeastern part of the U.S. was 22.2% and 31.4% for the state of GA (Patton,
Moon, & Jones, 2011). The sampling is appropriate because respondents are selected based on
specific characteristics, i.e., their role as a member of a board of health in Georgia.
Research Questions
1. What are the perceptions of the local board of health members in GA on their
engagement in six governance functions?
2. What challenges are faced by LBOH in performing the governance functions properly?
3. What are the facilitators perceived by LBOH in performing the governance functions
properly?
Instrumentation
The survey instrument was adapted from the National Association of City and County
Health Officials (NACCHO) that was developed for the 2015 Local Board of Health National
Profile. This instrument collected information regarding “governance characteristics and
effectiveness of the local public health system” (National Association of County & City Health
Officials, 2016). Questions 1-8 of the survey instrument give additional demographic
information that is necessary for data analysis. This information was used to identify appropriate
secondary data variables (i.e., county demographics). Questions 9-28 of the survey instrument
are to assess the board of health members on their perceptions of effectiveness. See Appendix B
for Survey Instrument.
The key informant interviews were conducted using an interview guide that was
developed using methodology established by USAID Center for Development Information and
Evaluation (USAID Center for Development Information and Evaluation, 1996; Kumar, 1989).
This interview guide captures the perceptions of effectiveness of each of the 6 governance
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functions and assists in framing the information received from the electronic survey instrument.
See Appendix C for Interview Guide.
Data Collection and Procedures
Primary data was collected through an electronic survey that captured information
regarding the board member’s perceptions on their effectiveness in policy and regulation
development as well as their abilities to inform public health program improvement. Electronic
survey data collection was conducted with the Georgia Department of Public Health (DPH).
Self-administered surveys were sent out to all county boards of health chairpersons with the goal
of having at least one survey response per county (n=159). Since LBOH contact information is
not readily available, we depended upon the District Health Directors (DHDs) to assist us in
reaching out to the BOH chairpersons. An introduction to the survey was done through a formal
email to the DHDs that contained a link to the electronic survey. For those that did not wish to
participate electronically, paper-based forms were made available. A second email was sent to
each of the 18 DHDs detailing the importance of this study and requesting that they encourage
their board of health chairpersons to participate in the survey. Follow up communication was
conducted every 2 weeks over a 6-week period. Phone calls were made at the end of the 6-week
period to DHDs that did not have participation of more than 25% of their assigned county boards
to ask if a final request could be made. Of the DHDs called, none agreed to send the request for
participation to the LBOH chairpersons.
Key informant interview participants were selected through partnership with the Georgia
Public Health Association (GPHA) Boards of Health (BOH) Section. According to the key
informant methodology established by USAID Center for Development Information and
Evaluation (USAID Center for Development Information and Evaluation, 1996; Kumar, 1989),
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only a small number of informants are necessary and should be limited to no more than 15-35
individuals. A brief introduction to the study was given to the GPHA BOH Section Chair and the
GPHA President. The BOH Section Chair provided information on potential key informant
participants and contact information for the DPH DHDs that oversee that county. An
introductory email was sent to the DHD introducing the researcher and study and requesting the
contact information for the recommended BOH Chairperson that was given by the GPHA BOH
Section Chair. Once the BOH Chair contact information was obtained an introductory phone call
or email, depending upon what kind of contact information was obtained by the DHD, that
introduced the researcher and study, obtained email or physical address to send a copy of the tool
and informed consent prior to the full interview, and scheduled a time to do the full interview.
Full interviews were scheduled for 30 minutes.
Measurements
The measurements to be used to quantify the research are board of health perceptions
(Appendix D: Dependent Variables) and descriptive variables (Appendix E: Independent
Variables). The operational definition of the main outcome is the description of the local board
of health perceptions regarding their effectiveness towards the six governance structures outlined
by NALBOH. The survey instrument questions that collect information on perceptions of
effectiveness towards the governance structures were categorized using the taxonomy of local
boards of health created by Shah, et al, 2017 (Shah, Stonikov, Leep, Ye, & Van Wave, 2017).
This taxonomy classification utilizes the 6 governance functions: Policy Development; Resource
Stewardship; Legal Authority; Partner Engagement; Continuous Improvement; and Oversight;
and a seventh domain looking at certain LBOH characteristics was also examined as suggested
by Shah, et al (Shah, Stonikov, Leep, Ye, & Van Wave, 2017). Utilizing Shah’s taxonomy and
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scales that were created and verified to have internal consistencies, the questions of the survey
instrument (Appendix B) were assigned to one of the domains. Each of the questions from the
survey instrument and interview tool related to governance functions was coded using Shah’s
standardization, which is that each variable be recoded “into dichotomous variables in a direction
with 1 indicating the more desirable response and 0 otherwise.”
● Policy development include a scale of 8 questions in the survey and 1 question in the
interview, to determine level of involvement of the board of health. Individual items
to measure policy development are included in Appendix D.
● Resource stewardship include a scale of 6 questions in the survey and 1 question in
the interview, to determine level of involvement of the board of health. Individual
items to measure resource stewardship are included in Appendix D.
● Legal authority include a scale of 9 questions in the survey and 1 question in the
interview, to determine level of involvement of the board of health. Individual items
to measure legal authority are included in Appendix D.
● Partner engagement include a scale of 6 questions in the survey and 1 question in the
interview, to determine level of involvement of the board of health. Individual items
to measure partner engagement are included in Appendix D.
● Continuous improvement include a scale of 21 questions in the survey and 1 question
in the interview, to determine level of involvement of the board of health. Individual
items to measure continuous improvement are included in Appendix D.
● Oversight include a scale of 4 questions in the survey and 1 question in the interview,
to determine level of involvement of the board of health. Individual items to measure
oversight are included in Appendix D.
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● Other characteristics include a scale of 6 questions in the survey and 1 question in the
interview, to determine level of involvement of the board of health. Individual items
to measure characteristics are included in Appendix D.
The nominal definitions of the independent descriptive variables include demographic
and location of board of health members. The operational definitions of board of health
demographics were obtained through the survey instrument and are age, gender, race/ethnicity,
level of education, county, district, and years served on the board of health. The list of these
variables can be found in Appendix F.
To classify a county as urban or rural, use the United States Department of Agriculture,
Economic Research Service Rural-Urban continuum Codes (RUCC) that distinguishes between
metropolitan counties by the population size of their metro area and nonmetropolitan counties by
the degree of urbanization and adjacency to a metro area (U.S. Department of Agriculture, 2019).
The classification scheme used by RUCC assigns each county one of nine codes. Table 2
describes how the RUCC classification was coded for this study.
Table 2
Rural and Urban Variables
2013 Rural-urban Continuum Codes
Code Description
1

Counties in metro areas of 1 million population or more

2

Counties in metro areas of 250,000 to 1 million population

3
4
5
6
7
8
9

Counties in metro areas of fewer than 250,000 population
Urban population of 20,000 or more, adjacent to a metro area
Urban population of 20,000 or more, not adjacent to a metro area
Urban population of 2,500 to 19,999, adjacent to a metro area
Urban population of 2,500 to 19,999, not adjacent to a metro area
Completely rural or less than 2,500 urban population, adjacent to a metro area
Completely rural or less than 2,500 urban population, not adjacent to a metro area

Recoding
Large
Metropolitan
Small
Metropolitan
Small
Metropolitan
Micropolitan
Micropolitan
Micropolitan
Rural
Rural
Rural
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Data Analysis
This research uses descriptive statistics to analyze the dependent and independent
variables and conduct bivariate statistical analysis in IBM SPSS ©. Univariate analysis was
conducted to produce descriptive statistics of the nominal survey data. Frequencies, percentages,
tables were created for each survey variable. This analysis is useful in providing a profile of the
boards of health in Georgia as well as provide background information for the more complex
analysis. To analyze the open-ended questions in the survey instrument regarding facilitators and
barriers, QSR International’s NVivo 12© was used to determine the most and least frequent
responses.
The key informant interviews were conducted via telephone and recorded using a free
phone call recording app available for the cell phone used at the time of the interview. The
recordings are stored on a secure server and were transcribed using QSR International’s NVivo
Transcription Service©. Transcripts were verified for completeness and to eliminate any
identifiers that are identified during the review. Using QSR International’s NVivo 12 ©
qualitative data analysis software the interviews were coded for themes and to identify best
practices and potential areas of improvement.
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CHAPTER 4
RESULTS
Introduction
This descriptive study is an evaluation of the LBOH perceptions of their effectiveness in
performing the recommended governance functions (National Association of Local Boards of
Health, 2012) and to identify any facilitators or barriers to their effectiveness in order to establish
a baseline of information that can be used to improve the governance structure of public health in
Georgia. The electronic survey was distributed to all 18 of Georgia Department of Public Health
(DPH) District Health Directors (DHD) to send to their LBOH Chairpersons (N=159). Key
Informant Interview invitations were sent to 10 of the DPH DHDs that had been identified to
participate by the Georgia Public Health Association Board of Health Section. Of those that were
sent invitations, 6 DHDs provided contact information for a LBOH chair(s) to participate in the
interview.
Descriptive Characteristics of the Electronic Survey Respondents
Table 3 provides information on the characteristics of the LBOH Chairpersons that
participated in the survey. A total of 42 LBOH Chairpersons participated in the electronic
survey. Most participants were Male (N=28), 76.2% were white (N=32), 19% were Black (N=8),
with the final 2 participants not providing information, and 93% were non-Hispanic (N=39).
Fifty-seven percent (N=24) of respondents were over 65 years old, 36% between 50-64 years old
(N=15), and the remaining 7% were 49 years or younger (N=3). The majority of respondents
have a bachelor’s degree or higher (86%, N=36) and 4 respondents have at least some college or
an associate degree (10%, N=4). Thirty-three percent (N=14) respondents reported to have
served 10 years or more as a local board of health member, 31% of respondents have served 6-9
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years as a local board of health member (N=13), 24% of respondents have served 4-6 years as a
local board of health member (N=10), and 12% of respondents have served 0-3 years as a local
board of health member (N=5). The urban and rural categories were calculated, and the
breakdown was as follows: 26% large metropolitan (N=11), 31% small metropolitan (N=13),
12% Micropolitan (N=5), and 31% rural (N=13). Respondents were also asked if their local
health department had received public health accreditation, 55% of respondents answered yes
(N=23) and 45% answered no (N=19).
Table 3
Demographic Characteristics of the Electronic Survey Participants
Demographic Characteristics of the Electronic Survey Participants
Total (N=42)
Characteristic

N

%

Gender

Female

2
8
1
4

Missing

0

0.0%

18-29 years old

0

0.0%

30-49 years old

3
1
5
2
4

7.1%
35.7%

0

0.0%

White

3
2

76.2%

Male

66.7%
33.3%

Age

50-64 years old
65 years and older
Missing

57.1%

Race

Ethnicity

Black or African American

8

19.0%

American Indian or Alaska Native

0

0.0%

Asian

0

0.0%

Pacific Islander

0

0.0%

Multiracial

0

0.0%

Other

0

0.0%

Missing

2

4.8%
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Hispanic
Non-Hispanic

1
3
9

2.4%
92.9%

Unknown

0

0.0%

Missing

2

4.8%

Some high school

0

0.0%

High school graduate

0

0.0%

Some college

3

7.1%

1
1
3

2.4%

Education

Trade/technical/vocational training
and/or associate degree
Bachelor's Degree
Master's Degree

31.0%
16.7%

Doctoral Degree

7
1
6

Missing

2

4.8%

0-3 years

11.9%

10 or more years

5
1
0
1
3
1
4

Missing

0

0.0%

38.1%

Years Served

4-5 years
6-9 years

23.8%
31.0%
33.3%

Population Size
Large Metropolitan
Small Metropolitan
Micropolitan

1
1
1
3

26.2%
31.0%
11.9%

Rural

5
1
3

Missing

0

0.0%

31.0%

Received Public Health Accreditation
Yes

23

No

19

54.8
%
45.2
%

Missing

0

0.0%
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Figure 3
Percentage of Electronic Survey Response by Public Health Districts in GA

Descriptive Characteristics of Key Informant Interviews
Local Board of Health Chairpersons were interviewed to gain information on their
perceptions on their local board of health’s effectiveness and its strengths and weaknesses. Table
4 provides information on the characteristics of the LBOH Chairpersons that participated in the
interviews. A total of 5 LBOH Chairpersons participated. Most participants were Male (N=3).
The urban and rural categories were calculated, and the breakdown was as follows: 20% large
metropolitan (N=1), 60% small metropolitan (N=3), and 20% rural (N=1). Participants were also
asked if their local health department had received public health accreditation, 60% of
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respondents answered yes (N=3) and 40% answered no (N=2). The participants represented
healthcare (60%, N=3) and education (40%, N=2).
Table 4
Demographic Characteristics of the Key Informant Interviews
Demographic Characteristics of the Key Informant Interviews
Total (N=5)
Characteristic

N

%

Gender
Male

3

60.0%

Female

2

40.0%

Large Metropolitan

1

20.0%

Small Metropolitan

3

60.0%

Micropolitan

0

0.0%

Rural

1

20.0%

Yes

3

60.0%

No

2

40.0%

Healthcare

3

60%

School

2

40%

Population Size

Received Public Health Accreditation

Membership Representative

Through coding and analysis of the qualitative data, the main themes are Roles and
Responsibilities, Resource Stewardship, Oversight, Partner Engagement, Policy Development,
Continuous Improvement, Legal Authority, Barriers, and Facilitators. A map of the main themes
can be seen in Figure 4 with additional information in Appendix D.
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Figure 4
Map of Major Themes
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Research Questions
Perceptions. Table 5 shows the percentage of respondents who reported the highest level
of involvement within the Characteristics domain using the dichotomous coded individual
variables. Of the individual variables within the characteristic domain the following had higher
response rates for the highest level of participation: involvement of the boards seeking input
from elected officials (67.6%), the involvement of the boards seeking input from websites or
social media (51%), having at least one member that has public health training or experience
(69.2%), having at least 4 meetings per year (97.5%), and having at least 7 members of the
LBOH (88.1%). The individual characteristic variables that did not have favorable responses
were the involvement of the boards seeking input from hearings (78.4%), the involvement of the
boards seeking input from public forums (73%), and the involvement of the boards seeking input
from print or broadcast media (59.5%), having at least one member that is an elected official
(86.7%), having at least 1 healthcare professional as a member (66.7%).
Table 5
Percentage of Respondents Who Reported Involvement in Individual Characteristics within the
Characteristics Domain
N

Governance Function: Characteristics (10 Items)

%

Community Input Forum (Q25)
37

Elected Officials
Y
N
Hearings
Y
N
Public Forums
Y
N
Website or social media
Y

25
12
37
8
29
37
10
27
37
19

67.6%
32.4%
21.6%
78.4%
27.0%
73.0%
51.4%
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N
Print or broadcast media
Y
N
Healthcare Professional Membership (Q10A)
At Least 1 member that is a healthcare professional
No member is a healthcare professional
Public Health Experience Membership (Q10B)
At Least 1 member with public health experience
No member has public health experience
Elected Officials Membership (Q10C)
At Least 1 member is an elected official
No member is an elected official
Number of Meetings (Q11)
4 or more meetings per year
less than 4 meetings per year
Number of Members (Q9)
7 members
less than 7 members

18
37
15
22
30
10
30
26
8
18
30
4
26
40
39
1
42
37
5

48.6%
40.5%
59.5%
33.3%
66.7%
69.2%
30.8%
13.3%
86.7%
97.5%
2.5%
88.1%
11.9%

Key informant interviews conducted had 10 references to the general characteristics of
the boards of health. Most of what was discussed was a review of the general makeup of the
membership and shared organizational control.
“It's made up of appointees from county, city schools and then other people, many people
who ask to serve.”
“The first responsibility of the local board of Health is to represent the citizens of the
county that they serve and represent them in a way at a strategic level, not to
micromanage the day-to-day operations of the health department that's associated with
that board. I know we do our responsibility at a strategic level to set values and priorities
in consultation with the management at the health department."
“In Georgia, The Board of Health is a hybrid organization mixed both local and state,
which is more state control or direction or whatever. But we're responsible for guiding
and developing policy for health department resources to be a resource to the
community, to the board responsible for making sure that there are facilities that are
adequate health department to perform its functions.”
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Table 6 shows the percentage of respondents who reported the highest level of
involvement within the policy development domain using the dichotomous coded individual
variables. Of the individual variables within the policy development domain the following had
higher response rates for the highest level of participation: adopting public health regulation
(78.6%), major involvement in food safety policy activities (56.8%), major involvement in
waste, water, or sanitation policy activities (51.4%), and major involvement in access to
healthcare services policy activities (62.2%). The individual characteristic variables that did not
have favorable responses were major involvement in tobacco, alcohol, or other drug policy
activities (67.6%), major involvement in emergency preparedness and response policy activities
(64.9%), major involvement in the control of infectious disease policy activities (59.5%), and
major involvement in obesity or chronic disease policy activities (67.6%).
Table 6
Percentage of Respondents Who Reported Involvement in Individual Characteristics within the
Policy Development Domain
Governance Function: Policy Development (8 Items)
Regulations Involvement (Q13C)
Yes
No
Tobacco, Alcohol, or other drug Policy Activity (Q24A)
Major Involvement
Else
Emergency Preparedness and Response Policy Activity (Q24B)
Major Involvement
Else
Control of Infectious Diseases Policy Activity (Q24C)
Major Involvement
Else
Obesity or Chronic Disease Policy Activity (Q24D)
Major Involvement
Else
Food Safety Policy Activity (Q24E)
Major Involvement

N
42
33
9
37
12
25
37
13
24
37
15
22
37
12
25
37
21

%
78.6%
21.4%
32.4%
67.6%
35.1%
64.9%
40.5%
59.5%
32.4%
67.6%
56.8%
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Else
Waste, water, or sanitation Policy Activity (Q24F)
Major Involvement
Else
Access to healthcare services Policy Activity (Q24G)
Major Involvement
Else

16
37
19
18
37
23
14

43.2%
51.4%
48.6%
62.2%
37.8%

Policy Development was referenced 9 times during key informant interviews. Access to
services, emergency preparedness, food safety, infectious diseases, substance abuse, sanitation
were all mentioned but regulations involvement was overwhelmingly discussed the most,
specifically in relation to local environmental health rules. It was also mentioned that the boards
may not have full authority to make policy decisions without involvement from external parties
(i.e., county commissioners or state office).
“But as far as the policy, and all, we are not given the authority other than setting some
ordinances or whatever we can recommend. But then they've got to be approved by the
local county commission, those type of things. We can't set Public health policy.”
“We are briefed on these health department policies and procedures that we really have
not been actively engaged in the sense of do we need to look at changing board policies
and procedures. I think the few times we have asked questions, what we saw that there
was a need for a change. The staff was very responsive to that, and they just made a
change. And a lot of those changes had to be approved at the state level.”
“So, in terms of developing policy, no, we don't necessarily develop it. We just help
enforce it and we may adapt it.”
“I think it is more in keeping with really environmental health, He’s come to us with
several policies he would like to institute for the different restaurants and so forth in the
area of training, development, inspections, so we reviewed what the policy was. Same
thing with the tattooing or the art.”
Table 7 shows the percentage of respondents who reported the highest level of
involvement within the resource stewardship domain using the dichotomous coded individual
variables. Of the individual variables within the resource stewardship domain the following had
higher response rates for the highest level of participation: involvement in setting and imposing
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fees (59.5%) and budget development involvement (66.7%). The individual characteristic
variables that did not have favorable responses were major involvement in long-range fiscal
planning (60.5%), major involvement in advocating for necessary public health funding (57.9%),
levy involvement (92.9%), and tax involvement (97.6%).
Table 7
Percentage of Respondents Who Reported Involvement in Individual Characteristics within the
Resource Stewardship Domain
Governance Function: Resource Stewardship (6 Items)
Fees Involvement (Q13D)
Yes
No
Budget Development Involvement (Q13B)
Yes
No
Levy Involvement (Q13F)
Yes
No
Tax Involvement (Q13E)
Yes
No
Fiscal Planning (Q23A)
Major Involvement
Else
Advocating for Funding (Q23B)
Major Involvement
Else

N
42
25
17
42
8
14
42
3
39
42
1
41
38
15
23
38
16
22

%
59.5%
40.5%
66.7%
33.3%
7.1%
92.9%
2.4%
97.6%
39.5%
60.5%
42.1%
57.9%

There were 8 references to resource stewardship during the key informant interviews,
specifically in relation to finance, legal, personnel, and materials. Most of the conversations were
surrounding the responsibility of the LBOH being responsible for making sure there was
adequate funding, staff, and facilities.
“The board responsible making sure that there are facilities that are adequate health
department to perform its functions.”
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“We're an advocate always, whether it be advocate for funding from the state sources,
local sources, whatever or for advocating for, just the things that the local health
department does.”
“In terms of advocacy for our board and the way that I address this and other board
members, we spend time talking to leadership and politicians and state leaders on the
importance, the best money they spend, is public health money.”
Table 8 shows the percentage of respondents who reported the highest level of
involvement within the legal authority domain using the dichotomous coded individual variables.
Of the individual variables within the legal authority domain only one variable had higher
response rates for the highest level of participation, this variable was the authority to adopt
public health regulations (54.5%). The individual characteristic variables that did not have
favorable responses were authority to hire or fire the agency top executive (75%), having
authority to develop the local health department budget (53.6%), major involvement in assessing
current provision of public health services against legal requirements (76.3%), authority to
impose or enforce quarantine (55.6%), and authority to set and impose fees (60%).
Table 8
Percentage of Respondents Who Reported Involvement in Individual Characteristics within the
Legal Authority Domain
Governance Function: Legal Authority (6 Items)
Quarantine Extent (Q14G)
Board has final authority to do this
Else
Top Executive Extent (Q14A)
Board has final authority to do this
Else
Fees Extent (Q14D)
Board has final authority to do this
Else
Regulations Extent (Q14C)
Board has final authority to do this
Else
Budget Development Extent (Q14B)

N
18
8
10
28
7
21
25
10
15
33
18
15
28

%
44.4%
55.6%
25.0%
75.0%
40.0%
60.0%
54.5%
45.5%
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Board has final authority to do this
Else
Assess Legal Requirements (Q23D)
Major Involvement
Else

13
15
38
9
29

46.4%
53.6%
23.7%
76.3%

The legal authority governance function was mentioned 9 times during the key informant
interviews. The following subareas were discussed specifically: adopting regulations, assessing
legal requirements, hiring, and firing the top executive, levy, provision of legal services,
quarantine, and setting fees. Conversations surrounding the legal authority spoke to limitations in
what local boards can do, the authority being tied to local environmental health rules, and
confusion of who was legally responsible.
“We some role of the legal authority under the law and that type thing, of course, really
it's limited in its function. The environmental health side is really where there's more
legal authority because we're actually regulating through the direction of the state and
local governments. We're regulating restaurants or regulating or monitoring pools to
make sure they're safe for the public like water parks or those type things.”
“Legal counsel providing and engaging, that has been an issue, I'm sure probably for
most health department specifically for us because There are roles and things that we do
that you would think that If we needed legal representation or whatever, that would not
be a question, but it always comes up whether the county is to be responsible for the legal
cost fees or whatever or if the state, and in some instances the district can step in and it's
either assisted or provided funding for those legal issues.”
Table 9 shows the percentage of respondents who reported the highest level of
involvement within the oversight domain using the dichotomous coded individual variables.
None of the individual variables within the oversight domain had higher response rates for the
highest level of participation. The individual characteristic variables that did not have favorable
responses were involved in hiring or firing the top agency executive (74.3%), evaluation of the
agency top executive (65.7%), having directed, encouraged, or supported public health
accreditation (51.4%), and serving as a link between the local health department and local
elected officials (57.1%).
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Table 9
Percentage of Respondents Who Reported Involvement in Individual Characteristics within the
Oversight Domain
Governance Function: Oversight (4 Items)
Top Executive Involvement (Q13A)
Yes
No
Health Director Performance (Q20)
Conducted a formal, written performance evaluation
Else
PHAB Discussion (Q27)
To A Great Extent
Else
Local Elected Officials Linkage (Q26D)
To A Great Extent
Else

N
41
9
26
42
12
23
42
17
18
35
15
20

%
25.7%
74.3%
34.3%
65.7%
48.6%
51.4%
42.9%
57.1%

During the key informant interviews, oversight was referenced 10 times, with specific
references to local elected officials not having oversight and regular changes to oversight of the
top executive.
“The role and the authority of the local boards of health at one time was greater than it
is now.”
“Having discussions such as is this one where we are a local health department or are
we a state health department. If you’re local health department and you're considered
part of local government and you're the only part of government shut down, then it
doesn't very much look like you are a county office or county department that make
sense.”
Table 10 shows the percentage of respondents who reported the highest level of
involvement within the partner engagement domain using the dichotomous coded individual
variables. None of the individual variables within the partner engagement domain had higher
response rates for the highest level of participation. The individual characteristic variables that
did not have favorable responses were serving as a link between the local health department and
hospitals (74.3%), serving as a link between the local health department and other healthcare
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providers (65.7%), serving as a link between the local health department and other local
government agencies (51.4%), serving as a link between the local health department and
community non-profit organizations (57.1%), serving as a link between the local health
department and community businesses and other business-oriented organizations (74.3%), and
serving as a link between the local health department and faith based organizations (77.1%).
Table 10
Percentage of Respondents Who Reported Involvement in Individual Characteristics within the
Partner Engagement Domain
Governance Function: Partner Engagement (6 Items)
Hospital Linkage (Q26A)
To A Great Extent
Else
Other healthcare providers Linkage (Q26B)
To A Great Extent
Else
Local government agencies Linkage (Q26C)
To A Great Extent
Else
Community non-profit organizations Linkage (Q26E)
To A Great Extent
Else
Community businesses/business-oriented organizations Linkage (Q26F)
To A Great Extent
Else
Faith based organizations Linkage (Q26G)
To A Great Extent
Else

N
35
9
26
35
12
23
35
17
18
35
15
20
35
9
26
35
8
27

%
25.7%
74.3%
34.3%
65.7%
48.6%
51.4%
42.9%
57.1%
25.7%
74.3%
22.9%
77.1%

There were 7 references to partner engagement during the key informant interviews. The
areas discussed were the importance of local hospital involvement, local government, and
general health department activities. Conversations were largely made up of the importance of
the local board members being advocates for the local staff and community and encouraging
partnership development to be conducted by the staff.
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“Board is really not involved in partner engagement, our staff is, we can acknowledge or
recommend or whatever we do. Partnerships or collaboration or whatever. But it's our
staff that does that.”
“I don't know that we have done anything directly because you know the partnerships
like What physical health has done with the base, other Counties or just different
organizations in the entire county. Collaboration or whatever that typically has been
done by the nurse manager. We would discuss it, and that type thing, but they have sort of
been the lead person in that.”
Table 11 shows the percentage of respondents who reported the highest level of
involvement within the continuous improvement domain using the dichotomous coded individual
variables. Of the individual variables within the continuous improvement domain the following
had higher response rates for the highest level of participation: orientation program for new
board of health members offered (54.8%), ad hoc public health training for board of health
members offered (61.9%), engagement in quality improvement activities meant to improve the
local health departments operations (57.1%), development or updating of goals and objectives
for the LBOH (50%), development or updating of LBOH By-Laws (57.9%), existence of LBOH
By-Laws (71.4%), engagement in quality improvement activities meant to improve the LBOH
operations (54.8%), have a completed community health assessment (64.3%), and having
completed an agency strategic plan (52.4%). The individual characteristic variables that did not
have favorable responses were formal and ongoing training for new board of health members
offered (52.4%), ad hoc governance training for board of health members offered (54.8%),
development or updating of a vision or mission statement for the LBOH (58.3%), development
or updating of a strategic plan for the LBOH (58.3%), evaluation of the LBOH effectiveness
(71.4%), major involvement in the community health assessment (59.4%), have a completed
community health improvement plan (57.1%), major involvement in the community health
improvement plan (62.1%), major involvement in the agency strategic plan (66.7%), have
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completed public health accreditation (57.1%), major involvement in the public health
accreditation process (53.6%), and major involvement in evaluating progress against community
health improvement plan goals and objectives (68.4%).
Table 11
Percentage of Respondents Who Reported Involvement in Individual Characteristics within the
Continuous Improvement Domain
Governance Function: Continuous Improvement (21 Items)
Orientation Training (Q15A)
Yes
No
Formal Training (Q15B)
Yes
No
Ad hoc Public Health Training (Q15C)
Yes
No
Ad hoc Governance Training (Q15D)
Yes
No
Quality Improvement for LHD (Q18)
Yes
No
Vision (Q16A)
Yes
No
Strategic Plan (Q16B)
Yes
No
Goals and Objectives (Q16C)
Yes
No
Current By-Laws (Q16D)
Yes
No
Effectiveness Evaluation (Q17)
Yes
No
By-Laws (Q12)

N
42
23
19
42
20
22
42
26
16
42
19
23
42
24
18
36
15
21
36
15
21
36
18
18
38
22
16
42
12
30
42

%
54.8%
45.2%
47.6%
52.4%
61.9%
38.1%
45.2%
54.8%
57.1%
42.9%
41.7%
58.3%
41.7%
58.3%
50.0%
50.0%
57.9%
42.1%
28.6%
71.4%
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Yes
No
Quality Improvement for LBOH (Q19)
Yes
No
Community Health Assessment Involvement (Q21A)
Have Completed
Else
Community Health Assessment Extent (Q22B)
Major Involvement
Else
Community Health Improvement Involvement (Q21B)
Have Completed
Else
Community Health Improvement Extent (Q22C)
Major Involvement
Else
Agency-wide Strategic Plan Involvement (Q21C)
Have Completed
Else
Agency-wide Strategic Plan Extent (Q22A)
Major Involvement
Else
PHAB Involvement (Q21D)
Have Completed
Else
PHAB Extent (Q22D)
Major Involvement
Else
Evaluate Community Health Improvement Plan (Q23C)
Major Involvement
Else

30
12
42
23
19
42
27
15
32
13
19
42
18
24
29
11
18
42
22
20
30
10
20
42
18
24
28
13
15
38
12
26

71.4%
28.6%
54.8%
45.2%
64.3%
35.7%
40.6%
59.4%
42.9%
57.1%
37.9%
62.1%
52.4%
47.6%
33.3%
66.7%
42.9%
57.1%
46.4%
53.6%
31.6
68.4

During the key informant interviews, continuous improvement was discussed 10 times in
reference to training, accreditation, and planning. Overall, from the limited data, the three
individuals that come from accredited boards had more involvement than the other two
participants.
“We decided to do that was through becoming accredited. And that whole process has
incorporated needed steps and ways that we in the first place set us up to be compliant”
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“Annually in our health board retreat and that's where we talk about goals for the next
year.”
“We've never done it. Maybe we should, but we do monitor, we review all the services.”
Challenges. In the qualitative data collected via the survey tool and the key informant
interviews, there are 55 references to challenges or barriers to the LBOH performing their
governance functions properly. The challenges described LBOH fall into one of the following
subthemes: BOH Membership, Clear Roles and Responsibilities, Communication, Community
Partners, Demographics of County, Facility, Funding, Local Officials, Policy Development,
Public Health Literacy and Awareness, Recruitment and Retention, and Training.
“I don't think the way its structure lends itself to reaching some people, it can bring some
expertise to the board, but we may also miss opportunities. I don't think putting the
mayor of the largest city really always lends itself as a best practice because it could be
that the mayor of a medium sized city may contribute more and give us more flexibility.”
“There are roles and things that we do that you would think that if we needed legal
representation or whatever, that would not be a question, but it always comes up whether
the county is to be responsible for the legal cost fees or if the state, and in some instances
the district can step in and it's either assisted or provided funding for those legal issues.”
“And that's probably one of the stickiest standpoints, is when there's a there's an issue
with public health in the state of Georgia who wants to claim responsibility for those
issues. Everybody is proud of an organization when it's running fine, and they want to
claim that it's theirs and that type thing. But if there's some problems or complaints or
whatever that comes up, everybody sort of wants to pass it off.”
“Understanding what our role is, because I truly feel we've been sidelined with this
COVID, with all of the executive orders. Quite frankly, I've been very frustrated with our
abilities to have an impact. Our communities, from a board standpoint, many decisions
are made without us rather than with us.”
“Information presented by staff is what they want to share, suspect sometimes not getting
the whole story.”
“Little or no communication among members except at BOH meetings.”
“The relationship between DPH, Health District and LBOH.”
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“We are a high poverty county. So that is an issue that not just our health board, but at
every level of government, they struggle with this issue in our county, because when you
are dealing with high rates of poverty, that can make it more difficult to introduce follow
through and show great results or initiatives”
“Some people overgeneralize public health to be Medicaid or only for low-income
families. That sort of thing. And they don't always look to the Health Department as a
quality resource, no matter what your need is. And I think that is a barrier to continue to
overcome. “
“I think we need to do a better job of cheerleading or at least promoting the importance
of public health and what it means to the community. I think if we start doing more things
to let them know how important it is that we don't just give shots, immunizations, we are
responsible for so many things that touches everyone's life. I don't know if the community
really fully understands that. I think if we do a better job. I think that comes from state to
state on down. I mean, we have so many other departments. I don't think people
understand that. We do have epidemiologist that gives good support to us. I think they
don't understand it. The lab testing aspects of public health. There's so many things I
think it goes on the public health, the community as a whole doesn't know that needs to be
informed and we need to be supported financially.”
The board of health structure requires members to commit time and due to appointed and
assigned roles may lead to personality conflicts and the location and makeup of the county (i.e.,
lack of resources to specifically include transportation issues, high poverty, and differences in
social economic status within the community) are barriers to overall effectiveness of the LBOH.
Not having control of budget allocations, conflicting state and local agendas, legal authority, and
responsibility, and hiring and firing processes are additional barriers that make it difficult for
LBOH members to succeed. Communication is another barrier that LBOH deal with, specifically
lack of communication with the state, district, amongst the board, and community. Per the
participants there is an overall lack of board involvement in developing partnerships and policies.
Obtaining cooperation with local officials along with the lack of public participation and
knowledge of what public health is and what public health can offer within the general
population is a roadblock that leads to ineffective LBOH. Having “adequate facilities to meet the
needs of the county,” “fiscal responsibility” and obtaining “funding for programs” alongside a
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lack of “competitive salary and increased incentives to stay after trained,” “training to understand
statewide agendas on the local level” not only make it difficult for the LBOH to function but for
public health interventions to effective.
Facilitators. In the qualitative date collected via the survey tool and the key informant
interviews, there are 50 references to facilitators to the LBOH performing their governance
functions properly. The facilitators described by the LBOH fall into one of the following
subthemes: BOH Engagement, Communication, Community Engagement, Fiscal Responsibility,
Local Health Department Services, Partnerships, Staff, Training.
“We don't look at role as ceremony or resume enhancement. Our helpful for members
are very interested and engaged in the process of approving in the appropriate way, in
the process of improving the health and safety of the citizens”
“We truly do look at what's best for the county without political implication, without
agendas, trying to really protect the health of the county.”
“We are pleased with the performance of the district director, the nurses, the
environmental health rep, the administrative operations coordinator. they exhibit
excellent interpersonal and communication skills.”
“We have good leadership at the district, we have great managers, leaders at the local
health department, environment health, and we have been blessed with having good
people that have offered to serve in the capacity. At least that's our secret to success.”
“I feel like the quality of the staff also helps the board be more effective and our time is
more efficiently used because of the quality of the staff.”
“The staff makes it easy to represent and support them.”
From their high level of commitment and integrity of the local public health workforce
and the dedication to providing the best care and services possible, the staff of the local health
department and district office were overwhelmingly listed as a top facilitator to the success of the
LBOH. Local board of health member engagement, to include faithful attendance by the diverse
members that actively engage in the wellbeing of the county residents and cooperation from key
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partners (i.e., local government officials, board of education, and board of commissioners) was
frequently mentioned as facilitators. Fiscal responsibility and the ability to attend trainings such
as the Georgia Public Health Association annual meeting were also mentioned as successful
activities of the LBOH.

64
CHAPTER 5
DISCUSSION AND CONCLUSIONS FOR PRACTICE
This study looked at the following aspects of local boards of health in Georgia: (a)
perceptions of the local board of health chairpersons in GA on their engagement in six
governance functions, (b) challenges faced by LBOH in performing the governance functions
properly, and (c) facilitators perceived by LBOH in performing the governance functions
properly. The results of this study will enable public health and government leaders across the
state of Georgia to recognize gaps and educational needs in terms of governance structures and
improve overall local health department effectiveness.
Discussion
The local board of health (LBOH) electronic survey participation rate (26%) was similar
to national response rates (27%), higher than the southeast regional response rate (22.2%) but
slightly lower than the response rate from Georgia (31.4%) in the 2008 NALBOH Local Board
of Health Survey (Patton, Moon, & Jones, 2011). The difference in response rate may be
explained due to the 2008 survey being sponsored by a national organization with a longer
follow up time frame (6 months compared to 6 weeks). The most prominent factor of the
response rate was the participation differences between nationally accredited boards compared to
unaccredited boards. Of the 31 counties in GA that maintain public health accreditation status, 23
(74%) responded to the electronic survey. Of the 128 counties in GA that do not maintain public
health accreditation status, 19 (15%) responded to the electronic survey. This is also similar to
the response rate seen in the 2008 NALBOH study when looking at response rates for boards that
maintained a current NALBOH membership, 61% compared to 18% (Patton, Moon, & Jones,
2011). This shows that that boards that are accredited or are actively engaged in professional
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memberships are more engaged in quality improvement efforts, which is a requirement for
accredited health departments (Public Health Accreditation Board, 2013) and a governance
function for LBOH as described by NALBOH (National Association of Local Boards of Health,
2012). This adds to the very limited information on expected survey response rates amongst local
boards of health.
The perceptions regarding the general characteristics of LBOH were that the boards do
well in seeking input from elected officials and social media but not from hearings, public
forums, and print media. Most respondents reported having members that had public health
experience but most reported as not having elected officials or those with healthcare experience
on the board. The overwhelming majority of respondents reported meeting at least 4 times per
year and having at least 7 active members, which are all requirements of LBOH in Georgia per
state law (Georgia Department of Public Health, 2016). A close examination of the overall
characteristics of the LBOH chairperson survey participants shows an overwhelming number of
respondents that are male (67%) and white (76%). Given the importance described by previous
studies for the board to reflect the diversity of the communities in which they represent (National
Association of County & City Health Officials, 2016; Patton, Moon, & Jones, 2011; Shah,
Stonikov, Leep, Ye, & Van Wave, 2017), a suggested improvement can be made to ensure a
diverse group of board chairs across the state of Georgia.
This study shows that LBOH in Georgia are heavily involved within the regulations of
food, water, and access to healthcare within the policy development governance function. The
variable with the highest level of involvement was regulation involvement. From the key
informant interviews, it is well documented that this is mostly related to local Environmental
Health regulations. For the governance function Resource Stewardship, the lowest performing

66
variables were Levy Involvement and Tax Involvement whereas Fees Involvement and Budget
Development Involvement are the highest performing. Being fiscally responsible was listed as a
facilitator in the LBOH's ability to be effective, whereas funding is a barrier. The only variable
within the legal authority domain that had high involvement was the adoption of regulations.
When examining this information against the governance structure in Georgia, some variables
are not within the full jurisdiction of LBOH (Georgia Department of Public Health, 2016). The
partner engagement function had no individual variable with high involvement which aligns with
the qualitative data that lists this function as a barrier. It is discussed that most of the partner
engagement is done by local health department staff not the board of health members. The
continuous improvement function has the most variables. Even though most of the participants
stated that there was some level of training (81%), training was listed as a barrier, and formal and
ad hoc governance training for board of health members are not viewed as being effectively
done. Having major involvement in a strategic planning process, community health assessment,
community health improvement planning was not responded to in a favorable manner, most of
which are part of the accreditation process which was also seen at low levels of involvement.
National studies supported by NACCHO also show that formal training programs and
involvement in strategic planning are needed for LBOH (National Association of County & City
Health Officials, 2016; National Association of County & City Health Officials, 2020). The
overall perception of the variables within the Oversight governance function was not positive.
Also, a good portion of the conversations surrounding the barriers of the LBOH involved
oversight and the confusion of where the LBOH authority is compared to the state public health
officer. Previous research also shows that there is a national need for improvements to oversight
and communication between various levels of the governance structure (National Association of
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County & City Health Officials, 2016; National Association of County & City Health Officials,
2020). Only 18 of the 60 (30%) governance function variables in this study had responses that
reflected high levels of involvement, with the lowest levels of involvement within the Oversight
and Partner Engagement Domains. This information is different from the data collected by
NACCHO that states that LBOH have the highest levels of involvement in the Oversight Domain
(National Association of County & City Health Officials, 2016; National Association of County
& City Health Officials, 2020).
Limitations
There are several limitations of this study. First, misinterpretation, misrepresentation, and
recall bias may be present which weakens the validity of the study. Second, standardization of
the questions for the survey may make those questions that cover more complex topics seem
superficial. Third, with the cross-sectional design of the study, causal relationships cannot be
determined. Additionally, the low response rate of the study may introduce nonresponse bias
which also may weaken the validity of the study (Shi, 2008).
An alternative to this study design may include the use of face-to-face interviews instead
of self-administered surveys. Although this approach would provide the most valid information,
high travel costs and an increased amount of time to both the interviewer and interviewee make
this option not ideal (Shi, 2008). Another option for improving the study design may be to
include a follow up survey at a further point in time to see if there are any trends in the
perceptions of LBOH over time. Also, the study design might be improved if we capture
information from all board of health members instead of just one representative from each board.
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Conclusion
Local Boards of Health have a long history of offering guidance in order to deal with
significant public health problems, promoting everyday public health activities, and providing
oversight for local health departments (Baker-White, 2011; Delta Omega, n.d.; Shattuck, 1849;
Winslow, 1949) but that does not mean that their involvement is always effective (Mays, et al.,
2006). Through the examination of the low effectiveness scores, barriers, and facilitators
identified in this study, there is a high need to utilize transformational leadership techniques to
improve the effectiveness of these boards. It is the author’s recommendation that quality
improvement techniques be utilized to improve the effectiveness of LBOH and that leadership
within the state of GA use transformational change concepts to guide an overall cultural shift to
improve effectiveness through quality improvement techniques (Riley, Parsons, Duffy, Moran, &
Henry, 2010). The top three recommendations are to improve training processes, encourage or
require public health accreditation, and conduct a review of the current laws and processes that
are currently being utilized by LBOH in GA.
The need for training was discussed throughout the key informant interviews as a gap and
the survey data collected shows that governance and formal training options for LBOH members
are not offered to most boards. Public Health training and BOH orientations are being offered,
per survey responses, however there were still respondents that were not offered these types of
trainings. This shows that training is being done differently for LBOH across the state of
Georgia. Per the DPH Guide to Service on the County Board of Health, last updated in 2016,
there are no training requirements for LBOH members, however, for public health agencies that
choose to go through the public health accreditation process, training requirements exist, with a
minimum requirement of an orientation training (Georgia Department of Public Health, 2016;
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Public Health Accreditation Board, 2013). The 2015 Local Board of Health National Profile and
additional studies suggest that improved training programs for board members, especially those
that focus on supporting “local health department innovation,” improved resource stewardship,
and what the roles and responsibilities of public health are, can lead towards improved
effectiveness of the public health system (National Association of County & City Health
Officials, 2016; Shah, Stonikov, Leep, Ye, & Van Wave, 2017). A recommendation to be
explored in Georgia is to require local boards to complete a basic level of certification training in
order to serve on the board and an ongoing training requirement for those that remain on the
boards of health for an extended period of time. This requirement would ensure that LBOH
members are all receiving the same information across the state and that members that remain on
the board for long periods of time are able to get updates and reminders.
LBOH effectiveness can be improved, especially in the Continuous Improvement
Domain, through the board’s encouragement of the local health departments to obtain public
health accreditation. As one of the main recommendations to achieve Public Health 3.0
(DeSalvo, et al., 2017), the purpose of public health accreditation is to “advance and transform
public health practice by championing performance improvement, strong infrastructure, and
innovation” (Public Health Accreditation Board, 2021). There are 12 domains in the standards
and measures for public health accreditation, one of which is specific to public health
governance and how the local health departments engage with the boards, particularly strategic
planning, training, updating by-laws, community health improvement planning, community
assessments, evaluation, and quality improvement activities (Public Health Accreditation Board,
2013; Wallace, Tilson, Carlson, & Valasek, 2014).
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The NALBOH governance functions and the LBOH rules in GA are shown in this study
to not fully align (Georgia Department of Public Health, 2016). The data collected in this study
also showed a need to increase awareness of LBOH governance functions and communicating
what the roles and responsibilities of LBOH in Georgia are in an effort to improve public health
governance, infrastructure, and the overall health of the community, which are also identified as
suggestions for improvement in several studies (Mays, et al., 2006; National Association of
County & City Health Officials, 2016; Patton, Moon, & Jones, 2011; Shah, Stonikov, Leep, Ye,
& Van Wave, 2017). The rules that govern the LBOH in GA in 2021 have not had a major
update since the induction of the 1964 Health Code (Georgia Department of Public Health,
2016). There have been great changes to public health since 1964 and this task aligns with
moving to the new Public Health 3.0 Model, which requires moving beyond the historical
definitions of what public health has been tasked with in the past (Office of the Assistant
Secretary of Health, 2016). A full review of the current laws and processes compared to what the
current literature and recommendations are should be conducted swiftly.
Through the understanding of Georgia’s LBOH perceptions of their effectiveness within
the various governance functions along with describing their perceived facilitators and barriers,
Georgia can have an enhanced view of the local public health landscape that can be used to
promote improvements that align with the Public Health 3.0 Model. This research can be used to
encourage local boards to adopt the Public Health 3.0 Model and to highlight areas to focus on to
decrease barriers and continue to empower facilitators, i.e., public health accreditation, training,
and review of current rules and regulations.
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Future Research
Due to the overall low response rate, differences in perceptions of effectiveness between
accredited and non-accredited agencies and between those that are rural versus urban were not
calculated, however, future research should be conducted to further understand the needs and
functionality of local boards of health in this way. Future research should also be conducted to
gain insight from all board of health members on perceptions of effectiveness along with a
review of the changes in local board effectiveness that have been identified post the COVID-19
pandemic. This research shows that not all of the NALBOH and NACCHO governance functions
and variables are part of the legal jurisdiction of a local board in Georgia, a cross examination of
what variables are and are not in full control of LBOH in Georgia should be examined to provide
further understanding of the effectiveness of LBOH in Georgia.
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APPENDIX A
SHATTUCK REPORT RECOMMENDATIONS
● “The laws of the State relating to Public Health be thoroughly revised, and that a new and
improved act be passed in their stead.
● That a GENERAL BOARD OF HEALTH be established, which shall be charged with the
general execution of the laws of the State, relating to the enumeration, the vital statistics,
and the public health of the inhabitants.
● That the Board, as far as practicable, be composed of two physicians, one counselor at law,
one chemist or natural philosopher, one civil engineer, and two persons of other professions
or occupations; all properly qualified for the office by their talents, their education, their
experience, and their wisdom.
● That the Board be authorized to appoint some suitable and competent person to be the
Secretary of the Board, who should be required to devote his whole time, and energies to
the discharge of the duties of his office and be paid a proper salary for his services.
● That a LOCAL BOARD OF HEALTH be appointed in every city and town, who shall be
charged with the particular execution of the laws of the State, and the municipal ordinances
and regulations, relating to public health, within their respective jurisdictions.
● That each local Board of Health appoint a secretary; and also, if occasion require, a Surveyor
and Health Officer.
● That local Boards of Health endeavor to ascertain, with as much exactness as possible, the
circumstance of the cities and towns, and of the inhabitants under their jurisdictions; and
that they issue such local sanitary orders and make such regulations as are best adapted to
these circumstances.
● That local Boards of Health endeavor to carry into effect all their orders and regulations in
a conciliatory manner; and that they resort to compulsory process only when the public good
requires it.
● That an appropriation be made annually by the State, for the purchase of books for the use
of the general Board of Health; and by each city and town for the purchase of books for the
use of each local Board of Health.
● That each local Board of Health be required to make a written report annually to the town,
concerning its sanitary condition during the next preceding year; and to transmit a written
or printed copy of the same to the General Board of Health.
● That the sanitary and other reports and statements of the affairs of cities and towns which
may be printed should be in octavo form, on paper and page of uniform size,( similar to the
public documents of the State ) and designed to be bound together, as THE ANNUAL
REPORTS OF THE TOWN; and that five copies be preserved by the Board of Health, one
copy be furnished to the General Board of Health, one to the state Library, and that others
be given to Boards of Health elsewhere in exchange for their publications.
● That the successive enumerations of the inhabitants of the State be so made, abstracted, and
published, that the most useful and desirable information concerning the population may be
ascertained.
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● That the Constitution of the State be so altered, that the State Census shall be taken in 1855,
and at the end of every subsequent period of ten years.
● That the laws relating to the public registration of births, marriages, and deaths, be perfected
and carried into effect in every city and town of the State.
● That provision be made for obtaining Observations of the atmospheric phenomena, on a
systematic and uniform plan, at different stations in the Commonwealth.
● That, as far as practicable, there be used in all sanitary investigations and regulations, a
uniform nomenclature for the causes of death, and for the causes of disease.
● That, in laying out new towns and villages, and in extending those already laid out, ample
provision be made for a supply, in purity and abundance, of light, air, and water; for drainage
and sewerage, for paving, and for cleanliness.
● That, in erecting churches, and other public buildings, health should be regarded in their
site, structure, heating apparatus, and ventilation.
● That, before erecting any dwelling-house, manufactory, or other building, for personal
accommodation, either as a lodging-house or place of owner or builder be required to give
notice to the health, of his intention and of the sanitary proposes to adopt.
● That local Boards of Health prevent or mitigate the sanitary evils arising crowded lodginghouses and cellar-dwellings.
● That open spaces be reserved, in cities and villages, for public walks; that wide street be
laid out; and that both be ornamented with trees.
● That special sanitary surveys of particular cities, towns, and localities, be made, from time
to time, under the direction of the General Board of health.
● That local Boards of Health, and other persons interested, endeavor to ascertain, by exact
observation, the effect of millponds, and other collections or streams of water, and of their
rise and fall, upon the health of neighboring inhabitants.
● That the local Boards of Health provide for periodical house-to-house visitation, for the
prevention of epidemic diseases, and for other sanitary purposes.
● That measures be taken to ascertain the amount of sickness suffered in different localities;
and among persons of different classes, professions, and occupations.
● That measures be taken to the amount of sickness suffered, among the scholars the public
schools and other seminaries of learning Commonwealth.
● That every city and town in, the state be required to provide means for the periodical
vaccination of the inhabitants.
● That the causes of consumption, and the circumstances under which it occurs, be made the
subject of particular observation and investigation.
● That nuisance endangering human life or health, be prevented, destroyed, or mitigated.
● That measures be taken to prevent or mitigate the sanitary evils arising from the use of
intoxicating drinks, and from haunts of dissipation.
● That the laws for taking inquests upon the view of dead bodies, now imposed upon corners,
be revised.
● That the authority now vested in justices of the peace, relating to insane and idiotic persons,
not arrested, or indicted for crime, be transferred to the local Boards of Health.
● That the general management of cemeteries and other places of burial, and of the interment
of the dead, be regulated by local Boards of Health.
● That measures be taken to preserve the lives and the health of passengers at sea, and of
seamen service engaged in the merchant service.
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● That the authority to make regulations for the quarantine of vessels be entrusted to the local
Boards of Health.
● That measures be adopted venting or mitigating the sanitary evils arising emigration.
● That a sanitary association be formed in every city and town in the State, for the purpose of
collecting and diffusing information relating to public and health.
● That tenements for the better accommodation of the poor, be erected in cities and villages.
● That public bathing-houses and washhouses be established in all cities and villages.
● That, whenever practicable, and sewage of cities and towns be collected, and applied to the
purposes of agriculture.
● That measures be taken to prevent as far as practicable, the smoke nuisance.
● That the sanitary effects of patent medicines and other nostrums, and secret remedies, be
observed; that physicians in their prescriptions and names of medicines, and apothecaries
in their compounds, use great caution and care; and that medical compound advertised for
sale be avoided, unless the material of which they are composed be known, or unless
manufactured and sold by a person of known honesty and integrity.
● That local Boards of other's interested, endeavor to prevent the sale wholesome, spurious,
and adulterated articles, the public health, designed for food, drink, or medicine.
● That institutions be formed to educate and qualify females to be nurses of the sick.
● That persons be especially educated in sanitary science, as preventive advisers as well as
curative advisers.
● That physicians keep records of cases professionally attended.
● That clergymen of all religious denominations make public health the subject of one or more
discourses annually, before their congregations.
● That each family keep such records as will show the physical and sanitary condition of its
members.
● That parents, and others to whom the care of those in infancy and childhood are entrusted,
endeavor to understand and discharge their duties so that a good foundation may be laid for
vigorous manhood and old age.
● That individuals make frequent sanitary examinations of themselves, and endeavor to
promote personal health, and prevent personal disease. (Shattuck, 1849)”
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APPENDIX B
SURVEY INSTRUMENT
1. Which of the following is your sex?
a. Male
b. Female
2. Which of the following is your age?
a. 18-29 years old
b. 30-49 years old
c. 50-64 years old
d. 65 years and older
3. Which one or more of the following would you say is your race?
a. White
b. Black or African American
c. American Indian or Alaska Native
d. Asian
e. Pacific Islander
f. Multiracial
g. Other (please specify) __________
4. Are you of Hispanic origin or descent?
a. Yes
b. No
c. Unknown
5. What is your highest level of education?
a. Some high school
b. High school graduate
c. Some college
d. Trade/technical/vocational training and/or associate degree
e. Bachelor's Degree
f. Master's Degree
g. Doctoral Degree
6. Which Georgia County are you a board of health member for? (Dropdown menu of all 159 GA
counties)
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7. Which public health district is your county board of health a member of?
a. Northwest Health District, District 1-1
b. North Georgia Health District, District 1-2
c. North Health District, District 2
d. Cobb & Douglas Health District, District 3-1
e. Fulton Health District, District 3-2
f. Clayton Health District, District 3-3
g. Gwinnett, Newton and Rockdale Health District, District 3-4
h. DeKalb Health District, District 3-5
i. District 4 Public Health (LaGrange)
j. South Central Health District, District 5-1
k. North Central Health District, District 5-2
l. East Central Health District, District 6
m. West Central Health District, District 7
n. South Health District, District 8-1
o. Southwest Health District, District 8-2
p. Coastal Health District, District 9-1
q. Southeast Health District, District 9-2
r. Northeast Health District, District 10
8. What is the number of years you have served on the board of health?
a. 0-3 years
b. 4-5 years
c. 6-9 years
d. 10 or more years
9. How many members serve on your local board?
________________________
10. Please enter the number of current board members for each of the following characteristic listed.
Characteristic
Members that are healthcare professionals, either current or
retired (e.g., physician, nurse, pharmacist)
Members that have public health training or experience prior
to serving on the board?
Members that are currently elected officials

Number of members Not Sure

11. How many times did your board of health meet during the calendar year 2017?
Include all formal meetings of the full board, whether held in person or via telephone or video
conference.
_______________________________
12. Does your local board of health have by-laws?
a. Yes
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b. No
c. Not sure
13. Indicate whether your local board of health is involved in each of the governance functions
listed below:
Function
Hire or fire agency top executive
Develop the Local Health Department budget
Adopt public health regulations
Set and impose fees
Impose taxes for public health
Request a public health levy
Impose or enforce quarantine or isolation orders

Yes

No

Not Sure

For each function in question 13, respondents that reported “Yes” should answer follow-up question
for that function in question 14.

14. Indicate the extent to which your local board of health is involved in each of the
governance functions below. (Select all that apply)
“Another governing body” can include local officials (e.g., County Commission, Board of
Supervisors, City Council, Mayor, County Executive) or state officials (e.g., state governing
body or state health agency).
Function

Board
has final
authority
to do this

Board makes
Board has Not sure
recommendations some other
to another
roles
governing body

Hire or fire agency top executive
Develop the Local Health Department
budget
Adopt public health regulations
Set and impose fees
Impose taxes for public health
Request a public health levy
Impose or enforce quarantine or
isolation orders

15. Which of the following training have been offered to your board of health members in the
past two years? (Select all that apply)
a. Orientation program for new board of health members
b. Formal, on-going training program for board of health members
c. Ad hoc training on public health-related topics
d. Ad hoc training on governance-related topics
e. None of the above
f. Do not know
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16. Indicate whether your local board of health has developed or updated each of the following
documents within the past five years.
Function
Yes
No
Not Sure
Vision or mission
statement for the
board of health
Board of health
strategic plan
Goals and/or
objectives for the
board of health
Board of health bylaws
17. In the past two years, did the board of health evaluate its own effectiveness?
a. Yes
b. No
c. Not sure

18. In the past two years, did the board of health engage in quality improvement activities
intended to improve the Local Health Department’s processes or operations?
a. Yes
b. No
c. Not sure

19. In the past two years, did the board of health engage in quality improvement activities
intended to improve the board of health’s processes or operations?
a. Yes
b. No
c. Not sure

20. In the past 12 months, did the board of health evaluate the performance of the District
Health Director? (Select one only)
a. Conducted a formal, written performance evaluation
b. Gave feedback (written or oral) on performance, but did not conduct a formal
performance evaluation
c. Did not conduct any type of performance evaluation
d. Do not know
21. This question is about your local health department rather than the board of health
and is included to ensure that only questions about relevant activities are included in
the next section of your questionnaire.
Please indicate your local health department’s level of engagement in the following activities
in the past five years.
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LHD Activity

Have completed

Process underway
but not completed

Not engaged

Community Health
Assessment
Community Health
Improvement Plan
Agency-wide
Strategic Plan
PHAB accreditation
process
22. For respondents that selected “Have completed” or “Process underway but not completed”
for each LHD activity in question 22, answer question 21 for that LHD activity.
To what extent has your board of health been involved in the following activities in the past
five years?
Activity

No
involvement

Minor
involvement

Major
involvement

Do not know

Developing a
local health
department
strategic plan
Developing or
using a
community
health
assessment
Developing or
implementing a
community
health
improvement
plan
Local health
department
PHAB
accreditation
activities
23. To what extent has your board of health involved in the following activities in the past two
years?
Activity
No
Minor
Major
Do not know
involvement
involvement
involvement
Long-range
fiscal planning
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for the local
health
department
Advocating for
necessary
funding to
support public
health activities
Evaluating
progress against
community
health
improvement
plan goals and
objectives
Assessing
current
provision of
public health
services against
legal
requirements
24. In the past two years, to what extent has your local board of health been involved in policyrelated activities in each of the following aspects of public health practice?
Policy-related activities include various actions that relate to public health policies,
regulations, or ordinances (PROs) including reviewing or evaluating existing PROs,
updating current PROs, advocating, or adopting new PROs, or advocating for funding to
strengthen public health programs.
Policy Area
No
Minor
Major
Do not know
involvement
involvement
involvement
Tobacco,
alcohol, or other
drugs
Emergency
preparedness
and response
Control of
infectious
diseases
Obesity or
chronic disease
Food safety
Waste, water, or
sanitation
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Access to
healthcare
services
25. In the past two years, which of the following has the board of health used to actively seek
community input on public health issues/initiatives? (Select all that apply.)
a. Elected officials
b. Hearings
c. Public forums
d. Website or social media
e. Print or broadcast media (e.g., newspaper, TV, radio)
f. Other, please specify: __________________________
g. Have not sought input
h. Do not know
26. To what extent does your local board of health serve as a linkage between your LHD and
the following kinds of organizations in your community?
Linkage is defined as establishing or facilitating the connection between LHD and other
organizations.
Organization
Not at all
To some
To a great
Not sure
extent
extent
Hospitals
Other healthcare
providers
Local government
agencies (other than
LHD)
Local elected officials
Community non-profit
organizations
Community businesses
or business-oriented
organizations (e.g.,
Chamber)
Faith based
organizations
27. Which of the following best describes your local board of health’s discussions about the
Public Health Accreditation Board’s accreditation program for local health departments?
(Select one only)
a. Has not discussed
b. Has discussed accreditation but made no recommendations about LHD participation
c. Has directed LHD to seek accreditation
d. Has encouraged or supported LHD to seek accreditation
e. Has discouraged LHD from seeking accreditation
f. Has prohibited LHD from seeking accreditation
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28. Describe what you perceive to be the biggest facilitators for your board of health?
29. Describe what you perceive to be the biggest challenges for your board of health?
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APPENDIX C
INTERVIEW TOOL
Thanks for meeting with me today…
The reason we are conducting these interviews is to fully understand the perceptions of our
local boards of health in Georgia towards improving public health within their community.
Before we begin, I want to make sure that you understand what this study involves.
Informed Consent:
The purpose of this research is to examine LBOH’s perceptions of effectiveness towards improving public health
within their community. You will be presented with information relevant to Local Board of Health Effectiveness and
asked to answer some questions about it. Please be assured that your responses will be kept completely confidential.
A copy of this informed consent has been sent to the email address you provided previously.
The interview should take around 20-30 minutes to complete, and your participation in this research is voluntary.
The interview will be recorded so that none of the important insights and discussions are missed. You have the right
to withdraw at any point during the study, for any reason, and without any prejudice. If you would like to contact the
Principal Investigator in the study to discuss this research, please e-mail Amber Erickson at
ae00840@georgiasouthern.edu. Or you may contact the research advisor, Dr. Gulzar Shah, at
gshah@georgiasouthern.edu.
Statement of Confidentiality: Deidentified or coded data from this study may be placed in a publicly available
repository for study validation and further research. You will not be identified by name in the data set or any reports
using information obtained from this study, and your confidentiality as a participant in this study will remain secure.
Subsequent uses of records and data will be subject to standard data use policies which protect the anonymity of
individuals and institutions.
No compensation will be given for participation in this study.
There are no known discomforts or risks that exceed the risks associated with normal daily activities.
Benefit: Participants will be directly assisting with the collection of information that once analyzed and interpreted
will identify training needs among boards of health in GA. Since all participants are board of health members,
participants will directly benefit from the results.
Right to Ask Questions: Participants have the right to ask questions and have those questions answered. If you have
questions about this study, please contact the researcher named above or the researcher’s faculty advisor, whose
contact information is located at the end of the informed consent. This project has been reviewed and approved by
the GSU Institutional Review Board under tracking number H18389 and by DPH Institutional Review Board under
tracking number 180504. For questions concerning your rights as a research participant, contact Georgia Southern
University Institutional Review Board at 912-478-5465 OR Georgia Department of Public Health's Institutional
Review Board at 404-657-1528.
By verbal agreement, you acknowledge that your participation in the study is voluntary, you are 18 years of age, and
that you are aware that you may choose to terminate your participation in the study at any time and for any reason.
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1. Characteristics
Tell me a little about your local board of health in Georgia.
[Prompt as needed: How often does the board meet? Do you seek input from the community?
Are there any healthcare professionals on the board? Is there any public health training offered
to the board members? What are the general roles and responsibilities of the board?]
2. Policy Development
Describe your local board of health’s activities surrounding Policy Development in the last
5 years.
[Prompt as needed: Has your local board conducted any activities surrounding the development
of policies that protect, promote, or improve public health?]
3. Resource Stewardship
Describe your local board of health’s activities surrounding Resource Stewardship in the
last 5 years.
[Prompt as needed: Has your local board conducted any activities surrounding assuring the
availability of adequate resources such as legal, financial, human, technological, and material]
4. Legal Authority
Describe your local board of health’s activities surrounding exercising Legal Authority in
the last 5 years.
[Prompt as needed: Has your local board conducted any activities surrounding the application
of public health laws?]
5. Partner Engagement
Describe your local board of health’s activities surrounding Partner Engagement in the last
5 years.
[Prompt as needed: Has your local board conducted any activities that have built or
strengthened public health community partnerships?]
6. Continuous Improvement
Describe your local board of health’s activities surrounding Continuous Improvement in
the last 5 years.
[Prompt as needed: Has your local board evaluated, monitored, or set outcomes for itself in
order to measure the board’s ability to meet its responsibilities (i.e., strategic planning,
improvement projects, review of activities, etc.)?]
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7. Oversight
Describe your local board of health’s activities surrounding Oversight of Public Health
Performance in the last 5 years.
[Prompt as needed: Has your local board participated in any activities that have provided
feedback, guidance, or evaluation of the top local health executive and/or guidance to local
elected officials on public health topics?]
8. Facilitators
Describe what you perceive to be the biggest facilitators for your board of health?
[Prompt as needed: What do you feel are the biggest contributors of success for your board of
health?]
9. Challenges
Describe what you perceive to be the biggest challenges for your board of health?
[Prompt as needed: What do you feel are the biggest barriers to success for your board of
health?]
Thank you for sharing your time and insights today.
Is there any other information that you think we should know about your local board of
health?
Do you have any questions about this interview, or what we talked about?
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APPENDIX D
DEPENDENT VARIABLES
Table 12
Dependent Variables
Instrument:
Interview Tool
(IT), Electronic

Nominal
Definition

Variable
Name

Variable Description

Operational Definition
(Per survey)

Recoding

Survey (ES)

Research Question: What are the perceptions of the local board of health members in GA on their engagement in "six governance functions"?
● Governance Function: Policy Development
o Number of Items: 8
ES
Regulations
Q13C
Involvement of board of
Indicate whether your local board of health is involved in
Involvement
health in adopting public
each of the governance functions listed below:
health regulations.
● Adopt public health regulations
o Yes; No; Not Sure
ES
Tobacco,
Q24A
Extent of board of health
To what extent has your board of health been involved in
Alcohol, or
involvement in tobacco,
the following policy-related activities in the past two years?
other drug
alcohol, or other drug
● Tobacco, alcohol, or other drugs.
Policy Activity
policy-related activities.
o No involvement; Minor involvement;
Major involvement; Do not know
ES
Emergency
Q24B
Extent of board of health
To what extent has your board of health been involved in
Preparedness
involvement in emergency
the following policy-related activities in the past two years?
and Response
preparedness and response
● Emergency Preparedness and Response.
Policy Activity
policy-related activities.
o No involvement; Minor involvement;
Major involvement; Do not know
ES
Control of
Q24C
Extent of board of health
To what extent has your board of health been involved in
Infectious
involvement in control of
the following policy-related activities in the past two years?
Diseases Policy
infectious diseases policy● Control of Infectious Diseases.
Activity
related activities.
o No involvement; Minor involvement;
Major involvement; Do not know
ES
Obesity or
Q24D
Extent of board of health
To what extent has your board of health been involved in
Chronic
involvement in obesity or
the following policy-related activities in the past two years?
● Obesity or Chronic Disease.

Yes=1; else=0

Major
involvement=
1; else=0

Major
involvement=
1; else=0

Major
involvement=
1; else=0

Major
involvement=
1; else=0
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Disease Policy
Activity
ES

Food Safety
Policy Activity

chronic disease policyrelated activities.
Q24E

Extent of board of health
involvement in food safety
policy-related activities.

o

No involvement; Minor involvement;
Major involvement; Do not know

To what extent has your board of health been involved in
the following policy-related activities in the past two years?
● Food Safety.
o No involvement; Minor involvement;
Major involvement; Do not know
ES
Waste, water,
Q24F
Extent of board of health
To what extent has your board of health been involved in
or sanitation
involvement in waste,
the following policy-related activities in the past two years?
Policy Activity
water, or sanitation policy● Waste, Water, or Sanitation.
related activities.
o No involvement; Minor involvement;
Major involvement; Do not know
ES
Access to
Q24G
Extent of board of health
To what extent has your board of health been involved in
healthcare
involvement in access to
the following policy-related activities in the past two years?
services Policy
healthcare services policy● Access to Healthcare Services.
Activity
related activities.
o No involvement; Minor involvement;
Major involvement; Do not know
IT
Policy
IQ2
Open-ended question to
Describe your local board of health’s activities surrounding
Development
describe board of health
Policy Development in the last 5 years.
activities surrounding
[Prompt as needed: Has your local board conducted any
policy development.
activities surrounding the development of policies that
protect, promote, or improve public health?]
Research Question: What are the perceptions of the local board of health members in GA on their engagement in "six governance functions"?
● Governance Function: Resource Stewardship
o Number of Items: 6
ES
Fees
Q13D
Involvement of board of
Indicate whether your local board of health is involved in
Involvement
health in setting and
each of the governance functions listed below:
imposing fees.
● Set and impose fees
o Yes; No; Not Sure
ES
Budget
Q13B
Involvement of board of
Indicate whether your local board of health is involved in
Development
health in the development
each of the governance functions listed below:
Involvement
of the local health
● Develop the Local Health Department budget
department budget.
o Yes; No; Not Sure

Major
involvement=
1; else=0

Major
involvement=
1; else=0

Major
involvement=
1; else=0

Yes=1; else=0

Yes=1; else=0
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ES

Levy
Involvement

Q13F

Involvement of board of
health in requesting a
public health levy.

Indicate whether your local board of health is involved in
each of the governance functions listed below:
● Request a public health levy
o Yes; No; Not Sure
ES
Tax
Q13E
Involvement of board of
Indicate whether your local board of health is involved in
Involvement
health in imposing taxes for each of the governance functions listed below:
public health.
● Impose taxes for public health
o Yes; No; Not Sure
ES
Fiscal Planning Q23A
Extent of board of health
To what extent has your board of health been involved in
involvement with long
the following activities in the past two years?
range fiscal planning.
● Long-range fiscal planning for the local health
department
o No involvement; Minor involvement;
Major involvement; Do not know
ES
Advocating for
Q23B
Extent of board of health
To what extent has your board of health been involved in
Funding
involvement with
the following activities in the past two years?
advocating for necessary
● Advocating for necessary funding to support
funding to support public
public health activities.
health activities.
o No involvement; Minor involvement;
Major involvement; Do not know
IT
Resource
IQ3
Open-ended question to
Describe your local board of health’s activities surrounding
Stewardship
describe board of health
Resource Stewardship in the last 5 years.
activities surrounding
[Prompt as needed: Has your local board conducted any
resource stewardship.
activities surrounding assuring the availability of adequate
resources such as legal, financial, human, technological,
and material]
Research Question: What are the perceptions of the local board of health members in GA on their engagement in "six governance functions"?
● Governance Function: Legal Authority
o Number of Items: 9
ES
Quarantine
Q13G
Involvement of board of
Indicate whether your local board of health is involved in
Involvement
health in imposing or
each of the governance functions listed below:
enforcing quarantine or
● Impose or enforce quarantine or isolation orders
isolation orders.
o Yes; No; Not Sure

Yes=1; else=0

Yes=1; else=0

Major
involvement=
1; else=0

Major
involvement=
1; else=0

Yes=1; else=0
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ES

Quarantine
Extent

Q14G

Extent of board of health
involvement imposing or
enforcing quarantine or
isolation orders.

ES

Top Executive
Extent

Q14A

Extent of board of health
involvement in hiring and
firing of agency top
executive.

ES

Fees Extent

Q14D

Extent of board of health
involvement in setting and
imposing fees.

ES

Tax Extent

Q14E

Extent of board of health
involvement in imposing
taxes for public health.

ES

Regulations
Extent

Q14C

Extent of board of health
involvement in adopting
public health regulations.

Indicate the extent to which your local board of health is
involved in each of the governance function below. (Select
all that apply)
● Impose or enforce quarantine or isolation orders
o Board has final authority to do this; Board
makes recommendations to another governing
body; Board has some other roles; Not Sure
Indicate the extent to which your local board of health is
involved in each of the governance function below. (Select
all that apply)
● Hire or fire agency top executive
o Board has final authority to do this; Board
makes recommendations to another governing
body; Board has some other roles; Not Sure
Indicate the extent to which your local board of health is
involved in each of the governance function below. (Select
all that apply)
● Set and impose fees
o Board has final authority to do this; Board
makes recommendations to another governing
body; Board has some other roles; Not Sure
Indicate the extent to which your local board of health is
involved in each of the governance function below. (Select
all that apply)
● Impose taxes for public health
o Board has final authority to do this; Board
makes recommendations to another governing
body; Board has some other roles; Not Sure
Indicate the extent to which your local board of health is
involved in each of the governance function below. (Select
all that apply)
● Adopt public health regulations
o Board has final authority to do this; Board
makes recommendations to another governing
body; Board has some other roles; Not Sure

Final
authority=1;
else=0

Final
authority=1;
else=0

Final
authority=1;
else=0

Final
authority=1;
else=0

Final
authority=1;
else=0
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ES

Levy Extent

Q14F

Extent of board of health
involvement in requesting a
public health levy.

Indicate the extent to which your local board of health is
involved in each of the governance function below. (Select
all that apply)
● Request a public health levy
o Board has final authority to do this; Board
makes recommendations to another governing
body; Board has some other roles; Not Sure
ES
Budget
Q14B
Extent of board of health
Indicate the extent to which your local board of health is
Development
involvement in the
involved in each of the governance function below. (Select
Extent
development of the local
all that apply)
health department budget.
● Develop the Local Health Department budget
o Board has final authority to do this; Board
makes recommendations to another governing
body; Board has some other roles; Not Sure
ES
Assess Legal
Q23D
Extent of board of health
To what extent has your board of health been involved in
Requirements
involvement with assessing the following activities in the past two years?
the legal requirements of
● Assessing current provision of public health
public health services.
services against legal requirements.
o No involvement; Minor involvement;
Major involvement; Do not know
IT
Legal Authority IQ4
Open-ended question to
Describe your local board of health’s activities surrounding
describe board of health
exercising Legal Authority in the last 5 years.
activities surrounding legal
[Prompt as needed: Has your local board conducted any
authority.
activities surrounding the application of public health
laws?]
Research Question: What are the perceptions of the local board of health members in GA on their engagement in "six governance functions"?
● Governance Function: Partner Engagement
o Number of Items: 6
ES
Hospital
Q26A
Extent board of health
To what extent does your local board of health serve as a
Linkage
serves a link between the
linkage between your LHD and the following kinds of
LHD and hospitals.
organizations in your community?
● Hospitals.
o Not at all; To some extent; To a great
extent; Not Sure

Final
authority=1;
else=0

Final
authority=1;
else=0

Major
involvement=
1; else=0

Great
extent=1;
else=0
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ES

Other
healthcare
providers
Linkage

Q26B

Extent board of health
serves a link between the
LHD and other healthcare
providers.

ES

Local
government
agencies
Linkage

Q26C

Extent board of health
serves a link between the
LHD and local government
agencies.

ES

Community
non-profit
organizations
Linkage

Q26E

Extent board of health
serves a link between the
LHD and community nonprofit organizations.

ES

Community
businesses/busi
ness-oriented
organizations
Linkage

Q26F

Extent board of health
serves a link between the
LHD and community
businesses/businessoriented organizations.

ES

Faith based
organizations
Linkage

Q26G

Extent board of health
serves a link between the
LHD and faith-based
organizations.

IT

Partner
Engagement

IQ5

Open-ended question to
describe board of health
activities surrounding
partner engagement.

To what extent does your local board of health serve as a
linkage between your LHD and the following kinds of
organizations in your community?
● Other healthcare providers.
o Not at all; To some extent; To a great
extent; Not Sure
To what extent does your local board of health serve as a
linkage between your LHD and the following kinds of
organizations in your community?
● Local government agencies.
o Not at all; To some extent; To a great
extent; Not Sure
To what extent does your local board of health serve as a
linkage between your LHD and the following kinds of
organizations in your community?
● Community non-profit organizations.
o Not at all; To some extent; To a great
extent; Not Sure
To what extent does your local board of health serve as a
linkage between your LHD and the following kinds of
organizations in your community?
● Community businesses/business-oriented
organizations.
o Not at all; To some extent; To a great
extent; Not Sure
To what extent does your local board of health serve as a
linkage between your LHD and the following kinds of
organizations in your community?
● Faith based organizations.
o Not at all; To some extent; To a great
extent; Not Sure
Describe your local board of health’s activities surrounding
Partner Engagement in the last 5 years.

Great
extent=1;
else=0

Great
extent=1;
else=0

Great
extent=1;
else=0

Great
extent=1;
else=0

Great
extent=1;
else=0
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[Prompt as needed: Has your local board conducted any
activities that have built or strengthened public health
community partnerships?]
Research Question: What are the perceptions of the local board of health members in GA on their engagement in "six governance functions"?
● Governance Function: Continuous Improvement
o Number of Items: 21
ES
Orientation
Q15A
Orientation training offered Which of the following training have been offered to your
Checked =1;
unchecked=0
Training
to new board of health
board of health members in the past two years? (Select all
members.
that apply)
● Orientation program for new board of health
members
ES

Formal
Training

Q15B

Formal ongoing training
offered to board of health
members.

ES

Ad hoc Public
Health Training

Q15C

Ad hoc public health
training offered to board of
health members.

ES

Ad hoc
Governance
Training

Q15D

Ad hoc governance training
offered to board of health
members.

ES

Quality
Improvement
for LHD

Q18

ES

Vision

Q16A

Board of health
involvement in LHD
quality improvement
activities.
Development of vision or
mission statements for
board of health.

Which of the following training have been offered to your
board of health members in the past two years? (Select all
that apply)
● Formal, on-going training program for board of
health members
Which of the following training have been offered to your
board of health members in the past two years? (Select all
that apply)
● Ad hoc training on public health-related topics
Which of the following training have been offered to your
board of health members in the past two years? (Select all
that apply)
● Ad hoc training on governance-related topics
In the past two years, did the board of health engage in
quality improvement activities intended to improve the
Local Health Department’s processes or operations?
o Yes; No; Not sure
Indicate whether your local board of health has developed
or updated each of the following documents within the past
five years.
● Vision or mission statement for the board of
health.
o Yes; No; Not sure

Checked =1;
unchecked=0

Checked =1;
unchecked=0

Checked =1;
unchecked=0

Yes=1; else=0

Yes=1; else=0
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ES

Strategic Plan

Q16B

Development of strategic
plan for the board of health.

ES

Goals and
Objectives

Q16C

Development of goals and
objectives for the board of
health.

ES

Current ByLaws

Q16D

Development of board of
health by-laws.

ES

Effectiveness
Evaluation

Q17

Board of health evaluation
of its own effectiveness.

ES

Quality
Improvement
for LBOH

Q19

ES

By-Laws

Q12

Board of health
involvement in LBOH
quality improvement
activities.
The existence of board of
health by-laws.

ES

Community
Health
Assessment
Involvement

Q21A

The local health
departments level of
engagement for completing
a community health
assessment.

ES

Community
Health
Improvement
Involvement

Q21B

The local health
departments level of
engagement for completing

Indicate whether your local board of health has developed
or updated each of the following documents within the past
five years.
● Board of Health strategic plan.
o Yes; No; Not sure
Indicate whether your local board of health has developed
or updated each of the following documents within the past
five years.
● Goals and/or objectives for the board of health.
o Yes; No; Not sure
Indicate whether your local board of health has developed
or updated each of the following documents within the past
five years.
● Board of Health By-Laws.
o Yes; No; Not sure
In the past two years, did the board of health evaluate its
own effectiveness?
● Yes; No; Not sure
In the past two years, did the board of health engage in
quality improvement activities intended to improve the
board of health’s processes or operations?
● Yes; No; Not sure

Yes=1; else=0

Does your local board of health have by-laws?
● Yes; No; Not sure

Yes=1; else=0

Please indicate your local health department’s level of
engagement in the following activities in the past five
years.
● Community Health Assessment
o Have Completed; Process underway but
not completed; Not engaged
Please indicate your local health department’s level of
engagement in the following activities in the past five
years.
● Community Health Improvement Plan

Have
Completed=1,
else=0

Yes=1; else=0

Yes=1; else=0

Yes=1; else=0

Yes=1; else=0

Have
Completed=1,
else=0
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a community health
improvement plan.
ES

Agency-wide
Strategic Plan
Involvement

Q21C

The local health
departments level of
engagement for completing
an agency wide strategic
plan.

ES

Agency-wide
Strategic Plan
Extent

Q22A

Extent of board of health
involvement with an agency
wide strategic plan.

ES

Community
Health
Improvement
Extent

Q22C

Extent of board of health
involvement with the
community health
improvement plan.

ES

Community
Health
Assessment
Extent

Q22B

Extent of board of health
involvement with the
community health
assessment.

ES

PHAB
Involvement

Q21D

The local health
departments level of
engagement with the Public
Health Accreditation Board
accreditation process.

o

Have Completed; Process underway but not
completed; Not engaged

Please indicate your local health department’s level of
engagement in the following activities in the past five
years.
● Agency-wide Strategic Plan
o Have Completed; Process underway but
not completed; Not engaged
To what extent has your board of health been involved in
the following activities in the past five years?
● Developing a local health department strategic
plan
o No involvement; Minor involvement;
Major involvement; Do not know
To what extent has your board of health been involved in
the following activities in the past five years?
● Developing or implementing a community health
improvement plan.
o No involvement; Minor involvement; Major
involvement; Do not know
To what extent has your board of health been involved in
the following activities in the past five years?
● Developing or using a community health
assessment.
o No involvement; Minor involvement;
Major involvement; Do not know
Please indicate your local health department’s level of
engagement in the following activities in the past five
years.
o Have Completed; Process underway but
not completed; Not engaged

Have
Completed=1,
else=0

Major
involvement,
1; else, 0

Major
involvement,
1; else, 0

Major
involvement,
1; else, 0

Have
Completed=1,
else=0
Additional
Research
Question: Are
there
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ES

PHAB Extent

Q22D

Extent of board of health
involvement with the Public
Health Accreditation Board
accreditation process.

To what extent has your board of health been involved in
the following activities in the past five years?
● Local health department Public Health
Accreditation Board accreditation activities
o No involvement; Minor involvement;
Major involvement; Do not know

differences in
the
perceptions of
board of
health
members from
PHAB
Accredited
Health
Departments
as compared
to non PHAB
Accredited
Health
Departments?
Major
involvement,
1; else, 0
Additional
Research
Question: Are
there
differences in
the
perceptions of
board of
health
members from
PHAB
Accredited
Health
Departments
as compared
to non PHAB
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ES

Evaluate
Community
Health
Improvement
Plan

Q23C

Extent of board of health
involvement with
evaluating progress of the
community health
improvement plan goals
and objectives.
Open-ended question to
describe board of health
activities surrounding
continuous improvement.

To what extent has your board of health been involved in
the following activities in the past two years?
● Evaluating progress against community health
improvement plan goals and objectives.
o No involvement; Minor involvement;
Major involvement; Do not know
IT
Continuous
IQ6
Describe your local board of health’s activities surrounding
Improvement
Continuous Improvement in the last 5 years.
[Prompt as needed: Has your local board evaluated,
monitored, or set outcomes for itself in order to measure
the board’s ability to meet its responsibilities (i.e., strategic
planning, improvement projects, review of activities, etc.)?]
Research Question: What are the perceptions of the local board of health members in GA on their engagement in "six governance functions"?
● Governance Function: Oversight
o Number of Items: 4
ES
Top Executive
Q13A
Involvement of board of
Indicate whether your local board of health is involved in
Involvement
health in hiring and firing
each of the governance functions listed below:
of agency top executive.
● Hire or fire agency top executive
o Yes; No; Not sure
ES
Health Director Q20
Board of health
In the past 12 months, did the board of health evaluate the
Performance
involvement in the
performance of the District Health Director? (Select one
performance evaluation of
only)
the top executive.
o Conducted a formal, written performance
evaluation; Gave feedback (written or oral) on
performance, but did not conduct a formal
performance evaluation; Did not conduct any type
of performance evaluation; Do not know
ES
PHAB
Q27
Extent of board of health
Which of the following best describes your local board of
Discussion
involvement in the
health’s discussions about the Public Health Accreditation
discussion on whether to
Board’s accreditation program for local health
pursue accreditation.
departments? (Select one only)

Accredited
Health
Departments?
Major
involvement,
1; else, 0

Yes, 1; else, 0

Formal
evaluation,1;
else,0

Directed,
encourage, or
supported, 1;
else, 0.
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●

ES

Local elected
officials
Linkage

Q26D

Extent board of health
serves a link between the
LHD and local elected
officials.

Has not discussed; Has discussed accreditation but
made no recommendations about LHD
participation; Has directed LHD to seek
accreditation; Has encouraged or supported LHD
to seek accreditation; Has discouraged LHD from
seeking accreditation; Has prohibited LHD from
seeking accreditation

To what extent does your local board of health serve as a
linkage between your LHD and the following kinds of
organizations in your community?
● Local elected officials.
o Not at all; To some extent; To a great
extent; Not Sure
IT
Oversight
IQ7
Open-ended question to
Describe your local board of health’s activities surrounding
describe board of health
Oversight of Public Health Performance in the last 5 years.
activities surrounding
[Prompt as needed: Has your local board participated in
oversight.
any activities that have provided feedback, guidance, or
evaluation of the top local health executive and/or
guidance to local elected officials on public health topics?]
Research Question: What are the perceptions of the local board of health members in GA on their engagement in "six governance functions"?
● Governance Function: Characteristics
o Number of Items: 6

Additional
Research
Question:
Are there
differences in
the
perceptions of
board of
health
members from
PHAB
Accredited
Health
Departments
as compared
to non PHAB
Accredited
Health
Departments?
Great
extent=1;
else=0
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ES

Community
Input Forum

Q25

Involvement of board of
health in the seeking input
from the community.

In the past two years, which of the following has the board
of health used to actively seek community input on public
health issues/initiatives? (Select all that apply)
● Elected officials
● Hearings
● Public forums
● Website or social media
● Print or broadcast media (e.g., newspaper, TV,
radio)
● Other, please specify_____
● Have not sought input
● Do not know

Checked = 1;
Not Checked
=0

ES

Healthcare
Professional
Membership

Q10A

The number of healthcare
professionals that are
members of the board of
health

At least one
member, 1;
else, 0

ES

Public Health
Experience
Membership

Q10B

The number of boards of
health members that have
public health training or
experience.

ES

Elected
Officials
Membership

Q10C

The number of board of
health members that are
current elected officials.

ES

Number of
Meetings

Q11

The number of times the
board of health has met in
the last calendar year.

Please enter the number of current board members for
each of the following characteristic listed.
o Members that are healthcare
professionals, either current or retired
(e.g., physician, nurse, pharmacist)
Please enter the number of current board members for
each of the following characteristic listed.
o Members that have public health training
or experience prior to serving on the
board?
Please enter the number of current board members for
each of the following characteristic listed.
o Members that are currently elected
officials.
How many times did your board of health meet during
the calendar year 2017?

ES

Number of
Members

Q9

The number of members
that currently serve on the
local board of health.

How many members serve on your local board?

At least one
member, 1;
else, 0

At least one
member, 1;
else, 0
6+ meetings
per year=1; 5
or less
meetings=0
7 members, 1;
else 0
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IT

Characteristics

IQ1

Open-ended question to
describe board of health
characteristics.

Tell me a little about your local board of health in Georgia.
[Prompt as needed: How often does the board meet? Do
you seek input from the community? Are there any
healthcare professionals on the board? Are there any
public health training offered to the board members? What
are the general roles and responsibilities of the board?]
Research Question: What are the facilitators perceived by LBOH in performing the governance functions properly?
● Number of Items: 1
ES

Facilitators

Q28

IT

Facilitiators1

IQ8

Open-ended question to
describe board of health
facilitators.
Open-ended question to
describe board of health
facilitators.

Describe what you perceive to be the biggest facilitators for
your board of health?
Describe what you perceive to be the biggest facilitators for
your board of health?
[Prompt as needed: What do you feel are the biggest
contributors of success for your board of health?]

Research Question: What are the challenges perceived by LBOH in performing the governance functions properly?
Number of Items: 1
ES

Challenges

Q29

IT

Challenges1

IQ9

Open-ended question to
describe board of health
challenges.
Open-ended question to
describe board of health
challenges.

Describe what you perceive to be the biggest challenges for
your board of health?
Describe what you perceive to be the biggest challenges for
your board of health?
[Prompt as needed: What do you feel are the biggest
barriers to success for your board of health?]
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APPENDIX E
INDEPENDENT VARIABLES
Table 13
Independent Variables
Nominal
Definition

Variable
Name

Variable Description

Gender

Q1

Respondent’s gender

Age

Q2

Respondent’s age at interview

Race/ethnicity

Q3
Q4

●
●

Education

Q5

●

Race of the respondent
Hispanic origin of respondent

Highest completed year of school or
highest degree received by
respondent.

Operational Definition
(Per survey)

Which of the following is your sex?
a. Male
b. Female
Which of the following is your age?
a. 18-29 years old
b. 30-49 years old
c. 50-64 years old
d. 65 years and older
Which one or more of the following would you say is
your race?
a. White
b. Black or African American
c. American Indian or Alaska Native
d. Asian
e. Pacific Islander
f. Multiracial
g. Other (please specify) __________
Are you of Hispanic origin or descent?
a. Yes
b. No
c. Unknown
What is your highest level of education?
a. Some high school
b. High school graduate
c. Some college
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County

Q6

District

Q7

Years Served

Q8

d. Trade/technical/vocational training and/or
associate degree
e. Bachelor's Degree
f. Master's Degree
g. Doctoral Degree
Georgia County that the respondent is a
Which Georgia County are you a board of
board of health member for.
health member for? (Dropdown menu of
all 159 GA counties)
Public Health District that the respondent
Which public health district is your county board of
is a member of.
health a member of?
a. Northwest Health District, District 1-1
b. North Georgia Health District, District 1-2
c. North Health District, District 2
d. Cobb & Douglas Health District, District 3-1
e. Fulton Health District, District 3-2
f. Clayton Health District, District 3-3
g. Gwinnett, Newton and Rockdale Health
District, District 3-4
h. DeKalb Health District, District 3-5
i. District 4 Public Health (LaGrange)
j. South Central Health District, District 5-1
k. North Central Health District, District 5-2
l. East Central Health District, District 6
m. West Central Health District, District 7
n. South Health District, District 8-1
o. Southwest Health District, District 8-2
p. Coastal Health District, District 9-1
q. Southeast Health District, District 9-2
r. Northeast Health District, District 10
Number of years the respondent has served What is the number of years you have served on the
on the board of health.
board of health?
a. 0-3 years
b. 4-5 years
c. 6-9 years
d. 10 or more years
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APPENDIX F
KEY INFORMANT INTERVIEW CODE BOOK
7

55

BOH Membership

3

3

Clear Roles and Responsibilities

7

15

Communication

1

7

community partnerships

2

2

Demographics of County

4

4

Transportation

1

2

Facility

1

1

Funding

1

6

Local Officials

1

1

Policy Development

1

1

Public Health Literacy and Awareness

4

9

Recruitment and Retention

1

2

Training

1

2

5

10

Improvement Projects

3

3

Orientation Training

1

1

PHAB

3

4

Review of Activities

3

5

Strategic Planning

4

5

Training

1

1

6

50

BOH Engagement

1

11

BOH Membership

5

8

Characteristics

1

2

Barriers

Continuous Improvement

Facilitators
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Communication

2

6

Community Engagement

1

2

Community Health Needs Assessment

1

1

Facilitator

5

8

Fiscal Responsibility

1

1

LHD Services

1

3

Partnerships

1

6

Staff

3

11

Training

1

1

6

9

Adopting Regulations

3

5

Assessing Legal Requirements

2

3

Budget Development

3

5

General

2

4

Hiring Firing Top Executive

1

2

Levy

1

1

Provision of legal services

3

4

Quarantine

2

2

Setting fees

3

3

5

10

Elected Officials

4

8

Top Executive

0

0

hiring firing

2

2

performance

3

5

3

7

General

3

7

Hospital Linkage

1

1

Local Government

2

3

Legal Authority

Oversight

Partner Engagement
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5

9

Access to services

1

1

Emergency Preparedness and Response

3

3

Food Safety

2

2

General

4

5

Infectious Disease Policy

3

4

Regulations Involvement

5

11

Substance Abuse

1

1

Waste, water, sanitation

3

5

5

8

Financial

5

18

Human

3

8

Legal

3

3

Material

3

4

6

10

Advocacy

4

9

Facility

2

2

Financial

3

8

General

1

1

meetings

2

5

membership

2

2

Model

3

3

training

1

3

personnel

2

2

Policy

3

5

development

1

3

enforcement

3

5

Policy Development

Resource Stewardship

Roles and Responsibilities
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APPENDIX G
SURVEY TOOL RESPONSE RATES
Table 14
Descriptive Statistics for Local Boards of Health Governance Function Characteristics
Descriptive Statistics for Local Boards of Health Governance Function
Characteristics

N=10
Total (N=42)

Variable

N

%

Community Input Forum (Q25)
Have Sought Input from at least 1 source

28

66.7%

Elected Officials

25

59.5%

Hearings

8

19.0%

Public Forums

10

23.8%

Website or social media

19

45.2%

Print or broadcast media

15

35.7%

Have Not Sought Input

3

7.1%

Do Not Know

6

14.3%

Missing

5

11.9%

At Least 1 member that is a healthcare professional

30

71.4%

Missing

12

28.6%

At Least 1 member with public health experience

14

33.3%

Healthcare Professional Membership (Q10A)

Public Health Experience Membership (Q10B)
None

10

23.8%

Do Not Know

1

2.4%

Missing

17

40.5%

At Least 1 member is an elected official

30

71.4%

Missing

12

28.6%

Less than 5 meetings per year

33

78.6%

6 or more meetings per year

7

16.7%

Missing

2

4.8%

5

4

9.5%

7

37

88.1%

Missing

1

2.4%

Elected Officials Membership (Q10C)

Number of Meetings (Q11)

Number of Members (Q9)
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Table 15
Descriptive Statistics for Local Boards of Health Governance Function Policy Development
Descriptive Statistics for Local Boards of Health Governance Function Policy Development
Total (N=42)
Variable

N

%

Regulations Involvement (Q13C)
Yes

33

78.6%

No

3

7.1%

Not Sure

6

14.3%

Missing

0

0.0%

Major Involvement

12

28.6%

Minor Involvement

12

28.6%

No Involvement

8

19.0%

Do Not Know

5

11.9%

Missing

5

11.9%

Major Involvement

13

31.0%

Minor Involvement

16

38.1%

No Involvement

3

7.1%

Do Not Know

5

11.9%

Missing

5

11.9%

Major Involvement

15

35.7%

Minor Involvement

14

33.3%

No Involvement

4

9.5%

Do Not Know

4

9.5%

Missing

5

11.9%

Major Involvement

12

28.6%

Minor Involvement

15

35.7%

No Involvement

5

11.9%

Do Not Know

5

11.9%

Missing

5

11.9%

Major Involvement

21

50.0%

Minor Involvement

11

26.2%

No Involvement

2

4.8%

Do Not Know

3

7.1%

Missing

5

11.9%

Tobacco, Alcohol, or other drug Policy Activity (Q24A)

Emergency Preparedness and Response Policy Activity (Q24B)

Control of Infectious Diseases Policy Activity (Q24C)

Obesity or Chronic Disease Policy Activity (Q24D)

Food Safety Policy Activity (Q24E)
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Waste, water, or sanitation Policy Activity (Q24F)
Major Involvement

19

45.2%

Minor Involvement

11

26.2%

No Involvement

3

7.1%

Do Not Know

4

9.5%

Missing

5

11.9%

Major Involvement

23

54.8%

Minor Involvement

8

19.0%

No Involvement

2

4.8%

Do Not Know

4

9.5%

Missing

5

11.9%

Access to healthcare services Policy Activity (Q24G)

Table 16
Descriptive Statistics for Local Boards of Health Governance Function Resource Stewardship
Descriptive Statistics for Local Boards of Health Governance Function
Resource Stewardship

N=6
Total (N=42)

Variable

N

%

Fees Involvement (Q13D)
Yes

25

59.5%

No

7

16.7%

Not Sure

10

23.8%

Missing

0

0.0%

Yes

28

66.7%

No

10

23.8%

Not Sure

4

9.5%

Missing

0

0.0%

Yes

3

7.1%

No

24

57.1%

Not Sure

15

35.7%

Missing

0

0.0%

Yes

1

2.4%

Budget Development Involvement (Q13B)

Levy Involvement (Q13F)

Tax Involvement (Q13E)

Fiscal Planning (Q23A)

No

31

73.8%

Not Sure

10

23.8%

Missing

0

0.0%
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Major Involvement

15

35.7%

Minor Involvement

15

35.7%

No Involvement

4

9.5%

Do Not Know

4

9.5%

Missing

4

9.5%

Major Involvement

16

38.1%

Minor Involvement

17

40.5%

No Involvement

3

7.1%

Do Not Know

2

4.8%

Missing

4

9.5%

Advocating for Funding (Q23B)

Table 17
Descriptive Statistics for Local Boards of Health Governance Function Legal Authority
Descriptive Statistics for Local Boards of Health Governance Function
Legal Authority

N=6
Total (N=42)

Variable

N

%

Quarantine Extent (Q14G)
Board has final authority to do this
Board makes recommendations to another governing body

8

19.0%

5

11.9%

Board has some other roles

4

9.5%

Not Sure

1

2.4%

Missing

24

57.1%

Board has final authority to do this
Board makes recommendations to another governing body

7

16.7%

16

38.1%

Board has some other roles

3

7.1%

Not Sure

2

4.8%

Missing

14

33.3%

Board has final authority to do this
Board makes recommendations to another governing body

10

23.8%

15

35.7%

Board has some other roles

0

0.0%

Not Sure

0

0.0%

Missing

17

40.5%

Board has final authority to do this
Board makes recommendations to another governing body

0

0.0%

0

0.0%

Board has some other roles

0

0.0%

Not Sure

1

2.4%

Top Executive Extent (Q14A)

Fees Extent (Q14D)

Tax Extent (Q14E)
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Missing

41

97.6%

Board has final authority to do this
Board makes recommendations to another governing body

18

42.9%

13

31.0%

Board has some other roles

1

2.4%

Not Sure

1

2.4%

Missing

9

21.4%

Board has final authority to do this
Board makes recommendations to another governing body

0

0.0%

2

4.8%

Board has some other roles

0

0.0%

Not Sure

1

2.4%

Missing

39

92.9%

Board has final authority to do this
Board makes recommendations to another governing body

13

31.0%

8

19.0%

Board has some other roles

6

14.3%

Not Sure

1

2.4%

Missing

14

33.3%

Major Involvement

9

21.4%

Minor Involvement

14

33.3%

No Involvement

8

19.0%

Do Not Know

7

16.7%

Missing

4

9.5%

Regulations Extent (Q14C)

Levy Extent (Q14F)

Budget Development Extent (Q14B)

Assess Legal Requirements (Q23D)

Table 18
Descriptive Statistics for Local Boards of Health Governance Function Partner Engagement
Descriptive Statistics for Local Boards of Health Governance Function
Partner Engagement

N=6
Total (N=42)

Variable

N

%

Hospital Linkage (Q26A)
To A Great Extent

9

21.4%

To Some Extent

15

35.7%

Not At All

9

21.4%

Not Sure

2

4.8%

Missing

7

16.7%

To A Great Extent

12

28.6%

To Some Extent

19

45.2%

Other healthcare providers Linkage (Q26B)
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Not At All

2

4.8%

Not Sure

2

4.8%

Missing

7

16.7%

To A Great Extent

17

40.5%

To Some Extent

11

26.2%

Not At All

3

7.1%

Not Sure

4

9.5%

Missing

7

16.7%

To A Great Extent

15

35.7%

To Some Extent

14

33.3%

Not At All

3

7.1%

Not Sure

3

7.1%

Missing

7

16.7%

To A Great Extent

9

21.4%

To Some Extent

17

40.5%

Not At All

6

14.3%

Not Sure

3

7.1%

Missing

7

16.7%

To A Great Extent

8

19.0%

To Some Extent

18

42.9%

Not At All

5

11.9%

Not Sure

4

9.5%

Missing

7

16.7%

Local government agencies Linkage (Q26C)

Community non-profit organizations Linkage (Q26E)

Community businesses/business-oriented organizations Linkage (Q26F)

Faith based organizations Linkage (Q26G)

Table 19
Descriptive Statistics for Local Boards of Health Governance Function Oversight
Descriptive Statistics for Local Boards of Health Governance Function
Oversight

N=4
Total (N=42)

Variable

N

%

Top Executive Involvement (Q13A)
Yes

27

64.3%

No

9

21.4%

Not Sure

5

11.9%

Missing

1

2.4%

Conducted a formal, written performance evaluation

2

4.8%

Health Director Performance (Q20)
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Gave feedback (written or oral) on performance, but did not conduct a formal
performance evaluation

9

21.4%

Did not conduct any type of performance evaluation

25

59.5%

Do Not Know

6

14.3%

Missing

0

0.0%

Has not discussed

14

33.3%

Has discussed accreditation but made no recommendations about LHD
participation

2

4.8%

Has directed LHD to seek accreditation

6

14.3%

Has encouraged or supported LHD to seek accreditation

20

47.6%

Has discouraged LHD from seeking accreditation

0

0.0%

Has prohibited LHD from seeking accreditation

0

0.0%

Missing

0

0.0%

To A Great Extent

23

54.8%

To Some Extent

9

21.4%

Not At All

2

4.8%

Not Sure

1

2.4%

Missing

7

16.7%

PHAB Discussion (Q27)

Local Elected Officials Linkage (Q26D)

Table 20
Descriptive Statistics for Local Boards of Health Governance Function Continuous Improvement
Descriptive Statistics for Local Boards of Health Governance Function
Continuous Improvement
Total (N=42)
Variable

N

%

Training (Q15)
Some Training Provided

34

81.0%

None of the Above

3

7.1%

Do Not Know

5

11.9%

Orientation Training (Q15A)

23

54.8%

Formal Training (Q15B)

20

47.6%

Ad hoc Public Health Training (Q15C)

26

61.9%

Ad hoc Governance Training (Q15D)

19

45.2%

Missing

0

0.0%

Yes

24

57.1%

No

11

26.2%

Not Sure

7

16.7%

Missing

0

0.0%

Quality Improvement for LHD (Q18)
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Vision (Q16A)
Yes

15

35.7%

No

11

26.2%

Not Sure

10

23.8%

Missing

6

14.3%

Yes

15

35.7%

No

11

26.2%

Not Sure

10

23.8%

Missing

6

14.3%

Yes

18

42.9%

No

8

19.0%

Not Sure

10

23.8%

Missing

6

14.3%

Yes

22

52.4%

No

6

14.3%

Not Sure

10

23.8%

Missing

4

9.5%

Yes

12

28.6%

Strategic Plan (Q16B)

Goals and Objectives (Q16C)

Current By-Laws (Q16D)

Effectiveness Evaluation (Q17)
No

23

54.8%

Not Sure

7

16.7%

Missing

0

0.0%

Yes

23

54.8%

No

11

26.2%

Not Sure

8

19.0%

Missing

0

0.0%

Yes

30

71.4%

No

2

4.8%

Not Sure

10

23.8%

Missing

0

0.0%

Have Completed

27

64.3%

Process Underway

4

9.5%

Not Engaged

11

26.2%

Missing

0

0.0%

Major Involvement

13

31.0%

Quality Improvement for LBOH (Q19)

By-Laws (Q12)

Community Health Assessment Involvement (Q21A)

Community Health Assessment Extent (Q22B)
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Minor Involvement

13

31.0%

No Involvement

4

9.5%

Do Not Know

2

4.8%

Missing

10

23.8%

Have Completed

18

42.9%

Process Underway

10

23.8%

Not Engaged

13

31.0%

Missing

1

2.4%

Major Involvement

11

26.2%

Minor Involvement

10

23.8%

No Involvement

5

11.9%

Do Not Know

3

7.1%

Missing

13

31.0%

Have Completed

22

52.4%

Process Underway

7

16.7%

Not Engaged

12

28.6%

Missing

1

2.4%

Major Involvement

10

23.8%

Minor Involvement

16

38.1%

No Involvement

1

2.4%

Do Not Know

3

7.1%

Missing

12

28.6%

Have Completed

18

42.9%

Process Underway

8

19.0%

Not Engaged

14

33.3%

Missing

2

4.8%

Major Involvement

13

31.0%

Minor Involvement

12

28.6%

No Involvement

0

0.0%

Community Health Improvement Involvement (Q21B)

Community Health Improvement Extent (Q22C)

Agency-wide Strategic Plan Involvement (Q21C)

Agency-wide Strategic Plan Extent (Q22A)

PHAB Involvement (Q21D)

PHAB Extent (Q22D)

Do Not Know

3

7.1%

Missing

14

33.3%

Major Involvement

12

28.6%

Minor Involvement

9

21.4%

No Involvement

11

26.2%

Do Not Know

6

14.3%

Evaluate Community Health Improvement Plan (Q23C)
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Missing

4

9.5%

